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ABSTRACT 

This volume, intended for both professionals and the 
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of the first five chapters presents two of the papers and discussion 
highlights selected by the authors. The papers included are: 
"Cannabis: Effects Upon Adolescent Motivation," by Sidney Cohen; 
"Incidence and Characteristics of Amoti vat ional Syndrome, Including 
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19.67-1981," by David E. Smith and Richard B. Seymour; "A Family 
Approach to Marijuana Use," by H. Charles Fishman; "Marijuana Abuse 
by Children and Teenagers: A Pediatrician's View," by Ingrid L. 
Lantner; and "Marijuana in the School: Clinical Observations and 
Needs," by Robert G. Niven. Chapter 6 contains selections from the 
workgroup's final discussions. Chapter 7 presents the summary and 
conclusions, discussing the idea of the family as the central focus 
in both prevention and management of mari juana-induced emotional and 
cognitive disorders in children; the necessity of raising the 
consciousness of health care professionals; the need for. individual, 
familial, and national programs for prevention of marijuana use by 
adolescents, and the need for further, controlled clinical research 
into the nature of marijuana-induced brain syndromes. (AG) 
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Foreword 



During the 1970s, the use of ilhcit drugs by adolescents increased 
dramatically, and marijuana is by far the most frequently [Used 
illicit drug. Many parents, educators, and clinicians share a grow 
mg concern about serious psychological and developmental damage 
to many of the regular users, particularly as the age of onset of 
use has become progressively younger. In spite of this, the sci- 
entific literature on the adverse consequences of use by children 
and adolescents is very sparse. Many clinicians, therefore, are 
uncertain about just how serious such a&verse consequences are 
to teenagers and have been somewhat ambiguous in making recom- 
mendations to the families for whom they care. 

Fortunately, there are a number of clinicians, primarily pediatri- 
cians and psychiatrists, who have observed many teenage drug 
users and have developed some definite ideas about the effects of 
drugs, particularly marijuana. We thought it would be of value 
. for them to present their views to each other and to discuss their 
observations to determine the areas of agreement. To this end, a t 
workgroup was conducted at the National Institute pn Drug Abuse 
on June 3, 1981. Ten papers were submitted, and the entire 
group discussed each of the papers. This volume includes the 
papers and edited transcripts of the discussions. Most of the par- 
ticipates found the meeting of great value and were pleased to 
learn that there was significant consensus in spite of significant 
disagreement. The areas of agreenxent and disagreement are mas- 
terfully summarized at the conclusion of the volume by Dr. Sidney 
Cohen, the chairman. Without covering all the points he made, I 
would like to mention a few. 

All agreed that the consistent use of marijuana by preadoles- 
cents and adolescents can affect mental functioning adversely. 
Furthermore, the participants agreed on many features of a 
syndrome of adolescent drug use that includes decreases in 
academic performance, alienation from parents and prevailing 
cultural values, loss of motivation to succeed at conventional 
tasks, feelings of isolation, and often suspiciousness and para- 
noia. There was general agreement that this syndrome is by 
no means a rarity and indeed occurs frequently among teen- 
,agers. 

The family should be a central focus in the prevention and 
m the management of cdnnabis-induced emotional and cogni-' 
t've disorders of children. 



V 

G 



1. 



<5 

2. 



o 

ERJC 



3» Much discussion focused on why adolescents appear to be more 
vul..3rable than adults to the psychic effects of marijuana, 
and it was agreed that more information about the effects of 
intoxicants at different developmental stages is of utmost 
importance. 

I* Much attention was paid to the problem of remaining accurate 
in communication while not obscuring the forest for the trees. 
Our public heatth responsibilities are weighty, and too often 
the presentation of Carefully .qualified sc^antific findings 
results in a severe dilution of the impact of the message con- 
cerning the- health hazards of marijuana. 

It is particularly noteworthy that high school seniors perceive *prob- 
'^lems associated with marijuana use that correlate very well with the 
observations of the clinicians who participated in this workgroup. 
This conclusion is supported by the results .of the 1979 and 1980 
national surveys of high school seniors: Between 3^ and '♦2 per- 
cent of daily marijuana users reported loss of energy (42 percent), 
deterioration of relationship with parents (38»6 percent), inte" 
. ference with ability to think clearly (37.3 percent), diminished 
/interest in other activities (35.6 percent), diminished interest in 
'other activities (36.6 percent), and poor performance at school 
(34.0 percent). 

We hope this volume will be useful to professionals and the public. 
We believe it appears at a particularly significant Uime and that it 
complements the recently published Report on Adverse Health and 
Behavioral Consequences of Cannabis Use by the Addiction Research 
Foundation in loronto and a study titled Marijuana and Health by 
the Institute of Medicine, National Academy of Sciences, assessing 
the health-related effects of marijuana use. Both of these empha- 
size the ' scientific literature, wheVeas this volume focuses on 
clinical observations. At this point in the development of our 
knowledge, it is best to plan action from an integrated data base — 
one that adds to the scientific literature the many thoughtful obser- 
vations of parents, teachers, and clinicians. 



William PoMin, M.D. 
Director 

National Institute on Drug Abuse 
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ln]troduction 

J^'ck Durell, M.D, 

I 



During the past year or two, I have had the opportunity to talk 
with many parents who were concerned about their children's drug 
use. Frequently, I have been told, family physicians and pedia- 
tricians have not been as helpful as parents^had-hoped they would 
be in alerting them to the dangers of marijuana use. Indeed, in 
many-eases, it was suggested that marijuana smoking is benign, a 
"stage kids go through." It is no wonder that physicians some- ' 
times deliver an ambiguous message, since they generally must 
depend for information on the published scientific literature, in 
which there is very little useful data on the psychological conse- 
quences of marijuana "^jse by adolescents. Worse, extrapolation 
from data reported In the literature sometimes leads to the false 
conclusion that marijuan^ use is safe. For example, several 
studies designed to. seek evidence for the occurrence of an amoti- 
. vational syndrome among^imarijuana users have failed to demonstrate 
its existence, jt is sometimes concluded, therefore, that marijuana 
does not cause an amotiva tional syndrome. This conclusion is 
invalid even if limited to the age group studied, since there are a 
number of methodological problems that need to be considered. 
To further generalize those conclusions to younger adoloscents Is 
even less justified* The lack of good published studies on the 
consequence of marijuana use by children and adolescents makes 
it all the more iT.portant to attempt to refine and clarify knowledge 
based n clinical observations. It is my impression that clinicians 
who have the most oxperience with adolescent marijucina users are 
also those who have the most concern about the harmful conse- 
quences. 

As we share our experiences with ne another, we hope to clarify 
and sharpen our views and, perhaps, to rea^h a consensus on at 
least some aspects of the syndrome of adolescent marijuana abuse. 
I would like to suggest two areas for recurrent consideration: 

1. To what extent are the effects of marijoDna use specific to 
the age and developmental level of the user'' More specifi- 
cally, in what ways is the jeopardy to to lU-year-old 
users different from the jeopardy to older adolescents (15 to 
19 years)? 

2. How can we most effectively transmit our shared clinical 
knowledge to our colleagues who care for children and fami- 
lies and to the lay public? 




Chapter, 1 



Cannabis* Effects Upon 
Adolescent Motivation, 

Sidney Cohen, M.D. 



/ ' ■ ; 

Human motivation is a complex'ty of many psychoneuroendocrine 
fact^s. Innate drive hormonal secretion, the Intrinsic wiring of 
the nervous system, acquired cultural and familial attitudes, and 
early learning goal-directed beha^ lors all contribute to the final 
drive setting of the organism. Motivation, of course, is not a pre- 
cisely measurable constant. It varies within each person depending 
on mood, feelings of well-being, fatigue, and the positive or nega- 
tive reinforcements acquired from one's motivated or hypomotivated 
behavior. 

The desire to achieve is only a part of what we call motivation. 
Some expectancy of success must be present, although minimal pos- 
sibilities of success do not deter the most highly motivated. Ego 
Jnvolvernent in the goal is certainly an important . variable. 

Elemental drive states are readily observed throughout the animal 
J^lngdom. Survival, satiation of hunger and thirst, shelter, secur- 
ity, pleasure, and sexual gratification are remarkable only when 
these instinctual states are absent. More elaborate aspirations 
seem to depend upon the Intricacy of the organization of the brain. 
Self-esteem and the esteem of others, creative activities, the need 
to communicate, the acquisition of knowledge, and action toward" 
some communal goal are only a few of the satisfying qualities of 
human life that people strive for. 

A variety of disorders of motivation can be observed. A compul- 
sive ^overdriven state makes some people miserable. They can 
neither enjoy their efforts to achieve nor the achievements them- 
selves.. Even more common are the underachievers, those who 
never perform at a level approaching their potential. Personal 
loss, depression, failure, or a fear of failure may cause some peopfe 
to refuse to compete and aspire. At times cultural or subcgltural 
attitudes restrain susceptible young people from exerting themselves 
if the end appears meaningless or hopeJess. 

The imposition of drug effects can obviously shift motivational levels 
Small amounts of caffeine or amphetamines are claimed to increase 



energy and goal-directed activity, Ctl.S depressants tend to reduce*' 
drive states except in overanxious people. Intoxication from any ^ 
sourcq impairb such '^intncata cenebral functions as motivation, judg- 
ment, xiecisionmaking, and " the integration of incoming sensojy 
Information with stored memorial data.- ^ 



THE ROLE OF MARIjUAI^A " ' ' , ' 

> > 
A major concern about cannabis is its presumed impact upon the 

motivational process, particularly upon youthful consumers of large 
amounts, Preadolescents and adolescents are particularly vulner-- • 
ojjle to shi^t^ in ambition aod accoTnplishment. Coals are rarely 
definitively formulated, and an indecision concerning aspirations 
IS not uncommon, Pafents ^nd teachers note phasic undulations 
of psychophysical drives, Fr£quent marijuana use sectms to 
increase, passivity, loss of interest, and social withdrawal in other- 
wise outgoing, active youngsters. Adults are also affected but, 
usually to a lesser degree, perhaps because they are capable of 
continuing to perform established task patterns adequately.. How- 
ever, higl)Jy ski|lecf acts Hkd operating a vehicle under difficult 
conditions or absorbing complicated new information can suffer in 
anyone under 'the influence of cannabis. 

*• ' » . 

'This finding is by no means novel. The older literature (Indian 
HerT\p Drug ^Commission 1893-189^1, * p. 3281 ; Benabud \^S7; Miras 
1969, Chopra and Chopra 1957) is ijeplete with comments that heavy 
users of cannabis preparations manifest a dull lethargy and a loss 
of ambition and interest in work. 'Recent American writers with a,- 
favorable bias toward marijuana use have generally disparaged 
these older reports as inaccurate reporting by unsophisticated 
observers. They explain the , social dnd cultural reduction in 
achievement and progress as the result of malnutrition, worms, or 
other causes of poor health In the indigenous population. 

More recently J the demotjvating potential of potent p/eparations of 
cannabis has received renewed attention because of the vast ^ 
liicrease in the use of marijuana by young people \p many parts 
of the world where it had never been a part of the dominant life- 
s-tyle. In 1968 the term "amotivat.onal syndrome," in connection 
with sustained cannabis use, was employed independently by 
McClothlin and West and by Smith. David Smith wrote: "Certain 
younger individuals who regularly use marijuana also develop what 
I have called the amotivational syndrome in that they lose the 
desire to work or compete." Two illustrative cases describe a lack 
of interest In sex, school, and other activities that remitted after 
n period of abstinence from cannabis. 

McClothlin and West described the syndrome as follo*:^: "While 
systematic studies of the recent wave of young marijuana users 
are not yet available, clinical observations indicate that regular 
marijuana use may contribute to the development of more passive, . 
inward turning, amotivational personality characlenstics . For 
numerous middle class students, the progressive change from 
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conforming, achievement-oriented behavior to a state of relaxod 
and careless drifting has followed their use of significant amounts 
of marijuana." 

Both articles note the presence, especially in impressionable young 
persons, of apathy; loss of effectiveness; and a diminished capacity 
to carry out complex, long-term plans, endure frustrations, concen- 
trate for long periods, follov routine^, or successfully master new 
material. They remark on a loss of verbal facility and of future 
"orientation. Magical thinking, an impression of great subjective ^ 
creativity despite an actual loss of productivity and withdrawal 
from human contacts, is emphasized in the articles. 

A number of health care professionals (Sharma 1975; Kolansky and 
Moore 1972; Campbell 1976) have subsequently provid^ similar 
reports on adolescents and young adults. y\pathy and loss of goals 
are mentioned in connection with consistent marijuana use* It 
appears that almost every prov.der of health care to young people 
has seen one or a series of such poorly motivated young men and 
women who have dropped out, or yvho have had to drop out, of 
their schooling or job because of an inability to keep up. 



ADOLESCENT DYSPHORIA OR CANNABIS? * 

An obvious question that must be answered is: Do the juvenile^ 
personality regressions represent the "normal" developmental per- , 
turbations and turmoils* of growing up, or are they due to the 
pharmacologic action of chronic cannabis use?^ From a study o'f 
such cases it appears that both possibilities may occur. Some 
heavy smokers without any preexisting significant evidence of 
immaturity or inadequacy lose their drives, interests, and involve- 
ments. Should they be able to cease using for a few months, ^hey 
gradually .become more alert and recognize their bjunted thinking 
in retrospectv A 'second group has been unwilling or unable to 
maintain their Involvement in the sometimes stressful activities asso- 
cjmed with growing up in America. ^They retreat from active par- 
flcipatlon and engaqement in the vicissitudes of life. WheYi they 
find marijuana, it serves to reinforce the withdrawal and make it 
more pleasant. Although the drug was secondary to their dropping 
out, it Is not an incidental event. For them, marijuana retards 
the reemergence and relnvolvement In the psychological growing 
up process. Therefore, even in these instances of primary motiva- 
tional failure, cannabis can substantially contribute to Its perpetua- 
tion. 



WHAT MAY CAUSE CANNABIS AMOTIVATIQN? 

A number of hypotheses, none proved scientifically, are presented 
here for whatever heuristic value they may have. 



Seddtion Theo'"'. A simple but not unlikely explanation of 
the cimotivotiof syndrome may reside in the CNS depressant 
effect of cann is. The repeatad use of any CNS depressant 
consMtned duriny much of the waking hours can blunt respon- 
sivity and induce motivational loss acutely and chroni^dlly. 
For example, persistent alcohol and sleeping piil 'jse can 
accomplish this. THC is sufficiently sedative lo induce decre- 
ments in alertness and vigor. Its cumulative property may 
add to the prolonged dlslnclindtion to perform. 

Decadent Society Theory. Those who deny or minimize the 
amotivalional potential of marijuana ascribe the loss of drive 
among present-day youths to the current state of societal 
directionlessness and disarray. To hold strong ambitions, 
beliefs, and aspirations now would bo absurd, even untenable. 
According to this theory, the established allegiances, faiths, 
and collective bondings no longer exist, and there is nothing 
worth believing in or striving for. 

Actually, it could be just as easily argued that youths have 
rarely grown up In a world of greater hope and challenge 
ihan this one. Nevertheless, while our epoch is far from 
the worst of all possible worlds, if large numbers of youths 
happen to believe it is, then it is for them. Those devoid 
:^f hope, those who cannot perceive worthwhile goals, and 
those who believe that humanity is about to destroy itself 
obviously will be amotivalea. Those unable to endure the 
frustrations of daily life are quite ^|j{j.ely to drop out with or 
without marijuana. The so-called decadence of humanity is 
frcquentl/ an expressed rationalization for the personal inade- 
quacies of the person unable to cope. 

Retained THC Theury. Since THC (delta-9-tetrahydrocanna- 
binol) with Its long half-life cumulates in the body, particu- 
larly in fat and lipid cells when used frequently, it is 
btilieved that brain cells are impaired by its continuing pres- 
ence. If this IS true, "higher" mental processes like conation 
and motivation would be distcirLed. Evidence for cumulation 
in the brain is not y^et at hand, but this information should 
be forthcoming in the near future. 

"Louder Music and Stronger Wine" Theory. The^ repetitive 
or incessant use of marijuana or other chemicals to stimulate . 
the ple.jsure (reward) centers of the brain may eventually 
lead to a state refractory to ordinarily pleasurable sensations. 
Normally satisfying events such as play or enjoyable work no 
longer serve as sources of personal gratification. Therefore, 
little lb left that is fun except more chemical stimulation of 
the reward centers. Some neurophysiologic basis for ihis 
hypothesis exists. 

As a c'jrollary to this theory, if potent marijuana is consumed 
during the major portion of one's wakinc) hours, the prolonged 
altered state of awareness produces shifts in previously held 



values and attitudes. Motivation tends to attenuate, and pas- 
sivity, quietism, and withdrawal are frequent consequences. 

5. Decreased Drive Hormone Theory. Several studies have shown 
decreased sex hormone levels associated with marijuana use 
m humans and animals. For testosterone this finding has 
not been confirmed invariably, and when a decrease has been 
shown, the reduction has been from normal to low-normal 
levols. 

Reports of decreases in luteinizing hormone have been more 
consistent. These hormones influence not only S3xual drives, 
but also nonspecific drive states. There is a "possibility that 
heav,y users of cannabis are affected by the decline in circu- 
lating gonadal hormones, but this is far from proved. 

8. Brain Cell Change Theory. Both depth ^ilectrode and micro- 
scopic examinations of specific limbic system structures have 
revealed long-lasting changes following a 6-month use of^can- 
nabis in primates (Heath 1976). The synaptic clefts were 
widened and filled with radio-opaque material. The cytoplasm 
and the nuclei of the neurons involved were altered. The 
nerve cell endings showed clumping of the storage vesicles. 
These changes were still obvious 8 months after the monkeys 
had stopped smoking the equivalent of three joints a day for 
6 months. Cbuld theiie microlesions in the centers for emo- 
tionality be the neuroanatomic substate of the amotivational 
syndrome? 

7. Hemispheric Dominance Theory. Two studies in humans have 
demonstrated as an effect of cannabis an impairment of left 
hemispheric function, with a resuking relative dominance of 
right hemispheric activity in some people (Harshman et al. 
1976). It is possible that the reduction of left hemispheric 
dominance may invoke fantasy-laden mentation. These mental 
shifts could promulgate motivational loss and regression to a 
more primitive type of autistic thinking. 

8. Psychic Depression Theory. The possibility that a preexist- 
ent psychological depression or one Intensified by large 
amounts of rnarijuana is the basis for the amotivational state 
has been suggested (Hogan et al. 1970). This assumption 
might hold for a subsample of marijuana-involved individuals 
but would not explain most of the instances of the syndrome. 



ARGUMENTS AGAINST THE 
AMOTIVATIONAL SYNDROME 

A numbor of people do not believe that motivational loss in connec- 
tion with chronic marijuana 'jse exists. They provide the following 
statements to support their contention. 
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School Surveys 

A number of bcfiuul i>urve/s hove shown no significant difference 
in performance between morijuano users and nonmarijuand users 
(Brill er\6 Christie 1974, Kupfer et al. 1973). But in general such 
survey data suffer from at least two deficiencies. The quantity 
and quality of the cannabis smoked during the years the surveys 
»vere conducted were substantially less than at present. Daily 
users were infrequent 10 years ago, now they constitute about 10 
percent of high school seniors. The second serious problem with 
such sTudie^ is that the most amotivated, dropouts from school, ~ 
were not included, thereby invalidating the most critical indicator 
of amotivation. 



Overseas Studies 

Perhaps the best evidence that cannabis does not induce amoti- 
vation comes from anthropologic studies done during the past 10 
years in Jamaica (Comitas 1976), Costa Rica (Carter and Doughty 
1976), and Greece (Boulougouris et al. 1976)/ In Jamaica, ganja 
IS considered an energizer, and ganja breaks analogous to our 
coffee breaks are taken by farmers and laborers.. In all three 
studies the subjects were illiterate or semiliterate field workers. 

A number uf defects in these interesting studies must be mentioned. 
The sample size was small, and sick people, the very group that 
would have been the most important to study, were excluded. 
The Costa Rican investigation seems to be the most flawed. From 
the infurmatiun provided, it seems that the cannabis group changed 
jobs more frequently, had more part-time than full-time jobs, and 
had lonijer periods of unemployment. They had fewer pay raises 
and promotions and were more likely to indulge in nonlegal activ- 
ities than the controls. School problems were more frequent and 
delinquent activities more numerous among the ganja sample. 
Despite these obvious social deviances, the authors concluded that 
Cdfindbib was not an amotivator, a tribute to their ability to confirm 
a preconceived notion. 

In the Creek study, the author's own data indicate that the can- 
nabis group had higher arrest and unemployment rates even when 
arrests for marijuana offenses were not included. 

A poss ible expl anation for the findings . Another piece of research 
tends to explain the fifidings and supports the belief that adoles- 
cent amotivation is a real problem (Soueif 1976). An interesting 
Egyptian report helps clarify the issues raised by the Creek, Costa 
Rican, and Jamaican Investigations. A total of 1,054 hashish users 
were compared wuh 954 controls, all of whom were imprisoned in 
Cairo and rural jails. A battery of culture-appropriate tests of 



For a detailed analysis of these investigations, see S. Cohen's 
Cannabis. Impact on motivation. Part 11. Drug Abuse S Alcohol - 
ism Newsletter, 10:1-^1, 1981. 
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intelligenct; and other aspects of mental functioning was administered. 
The results clearly demonstrat<id that the illiterate, the rural, and 
the older subgroups had srnjller test score deficits when the hash- 
ish and control groups were compared. On the other hand, liter- 
acy, urban residence, and youthfulness were associated with 
markedly lower scores m the cannabis sample as compared to the 
controls. These results may explain the nonsignificant findings 
between users and nonusers in the Jamaican, Costa RIcan, and 
Greek studies since the subjects m these studies were unskilled 
rural laborers, farmers, and urban ghetto dwellers. 

Apparently chronic cannabis use does not--or cannot — impair moti- 
vation and intellectual ability In populations with preexisting low 
skills or nonstimulating lifestyles. It will affect those who live in 
a complex society that demands precision thinking to achieve and 
survive. The increased impact of cannabis consumption on youths 
as contrasted to older users is also of interest, since these same 
conclusions have been reached on the basis of clinica' studies in 
North America and Western Europe. 

Another possible reason for the divergent explanations of the phe- 
nomenon has been suggested by Petersen (1979). The customary 
manner of smoking cannabis in this country is to inhale deeply 
and retain the smoke in the lungs as long as possible. This tech- 
nique increases the efficiency of the extraction of THC from the 
smoke. In Jamaica, where the ganja is mixed with tobacco, the 
SiTioking procedure more resembles cTgar smoking, meaning that 
there is little or no deep inhalation, and therefore less absorption 
of the cannabinoids. 

Another reason why tests performed on laborers and farmers may 
not be applicable to those involved in complex lifestyles is evident. 
Boring \^ork may. Indeed, be done as well or better under the 
intoxicating influence of cannabis. More complicated work that 
includes the continuous processing of new information is evidently 
performed less efficiently, judging from what we know of cannabis's 
effects on memory, perception, thought, and the integration of 
sensory input. 



RECENT REPORTS 

The Canadian LeDam Commission report ( 1972) on cannabis con- 
firmed the adverse impact of neavy drug use on performance, 
grades, and motivation. The Commission was unable to sort out 
the impact of cannabis from participation in those cultures that 
did not value academic success or activities such as planning, or 
rationality, or concern for the future. 

The 1979 National Survey on Drug Abuse (Miller and Cisin) obtained 
opinions from young and old adults, many of whom smoked mari- 
juana, about marijuana use. Between 61 and 78 percent believed 
that heavy use would diminish motivation. 
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Mellinger et al. (1976) have produced a series of papers indicating 
that the abllit/ to stay in college, get good grades, and define 
occupational goals affected by marijuana, with heavy users show- 
ing more impairment than those less involved. 

Papers by Kolansky and Moore (1972) and by Kupfer et al. (1973) 
and others (National Institute on Drug Abuse 1980) remark upon 
sljwed thinking, diminished concentration, and attenuated attention 
span, among other intellectual difficulties. 



SUMMARY 

The impact of frequently consumed marijuana appears to dimirilsh 
drive states and goal direction. The older literature and recent 
publications agree that adolescents are especially susceptible to 
passive withdrawn behavior following chronic cannabis use. A 
number of theories about what may cause cannabis amotivation are 
discussed, among these the Sedation Theory, which is character- 
ized as a not unlikely explanation for the amotivational syndrome. 
According to this theory, marijuana's drive-diminishing ability 
results from a depressant effect on the central r.ervous system. 
Discrepancies found in certain overseas studies are also clarified. 

More than the testimony of numerous teachers, parents, and health 
care personnel, we need a meticulous study of the motivational 
effects of cannabis upon the juvenile, adolescent, and young adult. 
Without these data we are in the same opinionateci posture of pro- 
ponents of the notiori that marijuana is good for young people 
Therefore, a high-priority item is the impartial evaluation of lai^v 
numbers of young people exposed to significant amounts of canna- 
bis compared to their colleagues matched in all respects except in 
their abstinence from cannabis. Whatever our opinions, a well- 
designed and executed study will provide precise answers to this 
important question and will provide a foundation for a rational 
policy on cannabis. 
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Incidence and Characteristics of 
Amotivational Syndrome, 
Including Associated Findings, 
Among Chronic Marijuana Users 

James A. Halikas, M.D., Ronald A. Weiler, M.D. 
Carolyn Morse, M.A., and Thomas Shapiro^ Ph.D 



INTRODUCTION 



Amotivational syndrome among marijuana users has often been dis- 
cussed in the literature since its characterization (McClothlin and 
West 1968; Smith 1968). The most dramatic accounts of the dis- 
order come from other cultures, e.g., Egypt (VVarnock 1903) and 
Greece (Boulougouris et al. 1976), or from anecdotal, clinical 
observations (e.g., Kolansky and Moore 1971 , 1972). Explanations 
of the phenomenon range/lrom positing a specific physiological 
effect of marijuana on ther nervous system (Malcolm 1976) to specu- 
lation that a certain constellation of personality variables predispose 
individuals to the syndrome, and that marijuana use is merely coin- 
cidental to it. 

Interpretive problems exist in virtually every study of amotivational 
syndrome because it is impossible to establish antecedents once 
the syndrome has developed. Controlled experiments aimed at 
inducing ti.e syndrome, for example, by administration of marijuana, 
have, in general, had negative results (Mellinger 1976). 
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^The advantages of the present study are threefold: First, it gives, 
an estimate of the incidence of amotivational syndrome In a popula- 
tion, of chronic mdrijuana users. Second, the data for each subject 
have been collected twice, separated by a 6- to 8-year interval, 
providing the opportunity to search for antecedents and correlates 
to the syndrome. And third, the data base Is very large and 
includes a broad range of personal, psychiatric, and drug history 
varrables, as well as a retrospective description of each indivlduaTs 
early personality, behavior, and life events. 



In 1^70, 100 regular marijuana users were given an extensive sys- 
tematic interview (the iiidex interview) regarding their substance 
use histories, personal dnd psychiatric backgrounds, and ot-her 
relevant details. Six to eight years later all but three were rein- 
terviewed. All subjects were white, about two-thirds were male, 
and •their mean age at followup was 23. Details of the selection 
aryd interview process have been published elsewhere' (Halikas 197U; 
Halikas and Rimmer 1974). 

At followup a specific inquiry into amotivational syndrome was made. 
From an extensive literature review, all the characteristic features 
of the amotivational syndrome were summarized. Each subject was 
asked the following question based on the summary of the litera- 
ture: 

Have you ever had a period when you weren't 
dep^ressed or unhappy, but you just seemed to lose 
your motiv^ation although you weren't particularly upset 
by that feeling? You may have felt no interest or 
desire to carry out your normal activities or responsibil- 
ities. Plans or goals that were at one time important to 
you seemed to have fallen by the wayside for no appar- 
ent reason and you had no plans or goals to reajly 
replace them. You may have been listless and at loose 
ends but you didn't seem to particularly care. You 
may have also experienced some of the following feelings 
or symptoms in a vague way. You may have had a feel- 
ing of increasing unsureness about yourself, felt that 
/ou were giving a decreased effort or half effort at 
work, felt you lacked drive, initiative or motivation. 
You have dropped out of school or quit work for no 
specific reason; or had no desire to work, compete or 
face a challenge. In general you felt apathetic and dis- 
' interested in your previous pursuits. 

In the results section, those responding positively to the amotiva- 
tional syndrome probe will be described in the context of the mari- 
juana user population under study. Particular attention will be 
given to evidence for a temporal relationship between amotivational 
syndrome and marijuana use. . 



METHODOLOGY 
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RESULTS 



Incidence of Amotlvatlonal Syndrome 

Of the 97 regular marijuana users at followup, 3 !iad experienced 
an amotivatlonal syndrome separate from depressive illness (Am.) 
and 2 other users had noted it as part of a major depressive 
disorder (Am./D.). Of the Am.s, two were male and one was 
female. Both Am./D.s were female; ' ^ 

The three subjects who Indicated a history of an amotivational epi- 
sode separate from any depressive syndrome were asked to pro- 
vide additional information about the amotivational experience. 
Subject A indicated that his marijuana consumption was the same 
as usual during these episodes. (See table 1.) He has experi- 
enced frbm five to nine amotivational episodes, the first at age* 
19, with the longest episode lasting between 2 to 3 months. Sub- 
ject B, the other male, had experienced only one episode, at age 
27, which lasted from 2 to 3 months, during which his marijuana 
consumption was Increased. Subject C experienced her first epi- 
sode at age 16, and had four ensuing episodes, the longest lasting 
3 to months. She reported increased marijuana consumption dur- 
ing the episodes. 



Drug Use History 

Marijuana use . All three Am.s were regular users at the time of 
the original interview and continued regular use at followup. 
Table 2 summarizes selected statistics dealing with the marijuana 
consumption of the total user group. Each Am. and Am./D. is 
represented on the figures by their subject code. There were no 
significant differences between the amotivated subjects and the 
other marijuana users in terms of their frequency of use at fol- 
lowup, the number of years they had been regular users by fol- 
lowup, or the age of their first marijuana use. 

Poiydrug use . All the amotivated subjects had used other illicit 
drugs besides marijuana by the time of the index interview. They 
did not differ significantly from the user population as a whole, 
however, in terms of the number of different illicit drugs tried 
by followup, choice of most frequent "other drug," or the number 
of times the most frequent other drug had been used< (table 3). 

Abuse characteristics . The two Am.s reporting multiple episodes 
of the syndrome (/,C) were among nine of the user population 
who were independently classified as "marijuana abusers." This 
outcome was above chance level (>c'^=12.15, df=2, £=.002).. This 
classification was based on behavioral criteria set out by Weller 
and Halikas (1980) that state abusers manifest problems In each of 
three or four of the following life areas: adverse physiological 
and psychological drug effects, control problems, social and inter-- 
personal problems, and adverse opinions of others. 




TABLE 1. --Descriptions of amotivational episodes 



Duration Amount of 

Amotivated Number of marijuana 

subject Age of of longest during 

code Sex onset episodes episode episode 

A ' Am.' M* 19 5-9 2-3 mo. Same 

B Am. M 27 1 2-3 mo. ^ Increase 

C ' Am. F 16 5 3-^1 mo. Increase 

X Am./D.2 F 25 1 < 3 mo. Same 

Z Am./D. F 22 3 <3 mo. None 



Mm.s had experienced an amotivational syndrome separate from depressive illness. 

^Am./D.s had noted the amotivational syndrome as part of a depressive episode. Information for Am./D.s is 
derived from their history of depression and is not specific to their experience of amotivation. 
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TABLE 2.— .Varijuana consumption of the total user group 



Percent of users 

Frequency ot marijuana use at 
foilowup (times per week): 

<1 ^B.O {zy 

1 5.0 (X) 

2 7.0 

3 9.0 (C) 
, t\ ^.0 (A) 

5+ 23.0 (B) 

Total " 100.0 

Years of regular use at foilowup: 

< 2 23.0 

3-6 37.0 (B,X,Z) 
7-9 . 31.0 (C,A) 

'10+ 9.0 

Toval 100.0 

Age at first marijuana use: 

<.16 18.5 (C) 

17 9.0 (X) 

18 * 25.0 (2) 

19 16.5 (A,B) 
20-21 * 18.0 

22+ 13.0 

Total * ' 100.0 



'Letters indicate subject codes; see table" 1. 
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TABLE 3.— Polydrug consumption of the tolal user group 



Percent of users 

Number of drugs tried at followup: 

0 7.0 

I- 2 10.5 

3-5 15.0 {Xy 

6-10 . , 22.0 (B) 

II- 20 ' 23.0 (A) 
21-30 " 10.5 (2); 
30+ • ' 12.0 (C) 

Total , 100.0 

Most frequent other drugs: 

None 7.0 

Hallucinogens 57.0 (B,C,X) 

Stinjiul.ants 26.0 (A,Z) 

Opiates 6,0 

Sedatives _^-0 
Total ' 

Number 'of times most frequent 
other drugs have been tried: 

0 ' 10.0 

1 * . 6.0 
2'-5 7.5 

6-10 12.5 (C,X) 

11-25 I'^.O 

26-100 2K0 (Z) 

100+ 29.0 (A,B) 

Total 100.0 



^Letters indicate subject codes; see table 1. 
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TABLE 4. --Psychiatric variables (in perq^pt) 



Any otiier^ 

Depression Alcoiiolism Sociopatiiy psychiatric 

(probable or definite) (probable or definite) (pr obable or definite) disorder 

Croup Index Followup Index Followup Index Followup Followup 

Am, (N^=3) 33 33 . 0 33 0 33 ^ .67 

Am,/D, (]^=2)' 0 100 " 0 • 100 0 50 100 

Others (N=92) ^ 29 3 ^ 13 2** * 61 



Psychiatric History 



The Am.s did nut differ bignificantly from the total user group in 
their incidence of depression, antisocial personal^ity , alcohol ^buse, 
or any other psycKiatric disorders. However, both Am./D.s were 
diagnosed as pr90able or definite alcohol abusers by followup inter 
view m addr^ion to their diag.,osis of major depressive disorder 
(.table i;). , * 



Early Personality . 

At the time , of* the index interview, subjects affirmed or rejected 
Items in a list of potential descriptors of their pre-age 1^1 person- 
ality structure. Am.s described themselves as more ^"independent" 
{£ < .03) and "disobedient" (£ < .01) than tiie user group as a. 
whole (table 5) , 

Eighteen items on. the index interview dealt with aspects of child- 
hood and adolescent (pre-age 18) socialization and adju^^tmenjt. 
The Am.s Jid not differ significantly from the user group^n an/ 
of these items, but they had a generally lower rate of report on 
positive Items and higher rates of report for negative items (table 
6). 



TABLE 5.— Early personality descriptors (in percent) 





Am. 
(N=3) 


. A(n./D. 


Others 
(]^=92) 


Obedient 


33 


50 


. ^7 


Anxious 


67- 


0 


26 


Possessive * 


33 


0 


20 


Loner 


67 


50 


J»1 


Friendly 


100 


50 


62 


Follower 


33 


50 


32 


Leader 


33 


0 


27 


Independent 


100 


100 . 


^^\ 


Angry 


33 


. 0^ 


m 


Rebellious 


0 


0 


20 


Troublesome 


• 0 


0 ' 


13 


Disobedient 


67 


0 


13 



TABLE 6* — Early socialization and adjustment (in percent) 



Positive factors: 

Happy grade 'school 
Happy childhood 
Good family 
Good, high school — 

academic 
Good high' sc!"'^ol— 

social 

Overall percent 



Am. 
(N=3) 



33 
67 
67 

67 

100 
67 



Am./D. 
(N=2) 



100 
100 
100 

100 

50 
90 



Others 
(N=92) 



73 

75 

75 

'67 
73 



Negative factors: 

Alienation or isolation 61 

Police contact by 1^* 0 
School dlscipli'^e by l^l ^33 
Psychiatric he.^ by l^* " 0 
^Parental conflict — 

ages 1i*-18 33 

Repeated «a grade 33 

Expelled or suspended 0 
. Taken out of schoc! 

prior to completion 0 

Antisocial— ages 14-18 ^ 33 

Police contact— ages 14-18 33 

Truan^ 0 

'Self-df structlve behavior 33 
Psychiatric help — 

ages 14r18 • _33 

Overall percent . 23 



50 
0 
0 

0 

50 
0 

50 

0 
50 
0 
0 
0 

15 



52 
7 

15 
3 

26 
4 
12 

12 
20 
18 
17 
24 

ii 
17 



Physical Health Factors • 

0 ' f 

All the Am.s rated their health as good tq excellent at 'followup, 
but they had seen a physician more often than the other users 
(£ <.01). 



Effects* of Marijuana 

The Am.s' reaction to the drug marijuana was probed by examina- 
tion of their responses on a checklist of 105 marijuana effects that 
they completed at index .and at followup. Each item was rated as 
occurring "usually," "occasionally," cor "once or never." At index, 
the Am.s had a higher incidence than the other u^ers for the Items 
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"rapid heart beat" (£=.007), "headache" (£=.003), "irritability" 
(£=.04), and "less restful postintoxication sleep" (£=.000^*). At 
followup, the Am.s had higher reports for the items "decreased 
sexual arousal" (£=.006), "more dreams" (£=.05), "irritability" 
(£=.02), "confusion or bewilderment" (£=.05), and "more self- 
confident" (£=.0025) (table 7). 

A series of questions was posed to subjects at followup dealing 
specifically with the effects of marijuana on their sexual activity. 
A majority of the users reported that marijuana increased their 
desire for a familiar partner. By contrast, two of the Am.s 
reported that marijuana had no effect on their desire for a familiar 
partner (£=.007). In a separate question, Am.s were also less 
likely to attribute aphrodisiac properties to marijuana than were 
the other users (£=.05) (table 7). 

In general, the Am./D.s shared the Am.s' pattern of response to 
marijuana. They, too, suffered from more adverse physiological 
reactions and sleep and sexual disturbances than did the user 
group as a whole. One of the Am./D.s developed a pronounced 
reaction to marijuana that included vomiting severe enough to 
cause her to cease marijuana use. 



DISCUSSION 

The picture of the amotivated subjects that emerges from these 
analyses is a complex yet coherent one. They are relatively undis- 
tinguished by their actual level of drug use and psychiatric or 
personality variables. They are distinguished by their tendency 
to abuse drugs, especially marijuana. Specifically, at followup 
two out of three Am.s manifested abuse problems with marijuana 
in at least three of these areas: adverse physiological and psy- 
chological effects, control, problems, social and interpersonal prob- 
lems, and adverse opinions of others. Interestingly, both the 
Am./D.s and one of the Am.s had abuse problems with alcohol at 
followup. 

Related findings revealed the nature of the "adverse physiological 
and psychological effects of marijuana" experienced by the Am.s. 
These were somatic effects, sleep disorders, decreased sex drive, 
and cognitive and mood effects, all reminiscent of a depressionlike 
state. 

Thurlow (1971) observed features of depression, though not the 
total clinical description of depression, in a group of five student 
marijudna and hallucinogen users who complained of decreased drive 
ancl motivation. These five were successfully treated with an anti- 
depressant. 
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TABLE 7."Effccts of marijuana (in percent) 



Croup Once or never 



Usual 



Index interview 
symptoms. 

Rapid heart beat 
(£3.007) 

Headache 
(e=.003) 

Irritability 

Less restful sleep 
(ga.0004) 



Am. 

Am./D. 
Other users 

Am 

Am./D. 
Other users 

Am. 

Am./D. 
Other users 

Am. 

Am./D. 
Other users 



i7 

SO 
70 

too 

33 
SO 
13 



(A, 8) 
(Z) 



(X.Z) 



(A) 



100 (A,B\C)' 

SO (X) 
29 

too (A,B,C) 
36 

67 (0,C) 



too 

IS 
33 

I 



(X,Z) 
(C) 



50 (X) 
2 



Followup interview 
symptoms; 



Decreased sexual 


Am. 


33 


(B) 


33 


(C) 


33 


arousal (£^.006) 


AmWD. 






too 


(X.Z) 




Other users 


70 




21 




2 


More dreams 


Am. 






too 


(A,B.C) 




(£«.05) 


Am./D. 






too 


(X,Z) 




Other users 


S3 




33 




t4 


Irritability 


Am. 






too. 


(A.B.C) 




(£a.02) 


Am./D. 


too 


(X,Z) 








Other users 


72 




28 






Confusion or 


Am. 


33 


(D) 


33 


(A) 


33 


bewilderment 


Am./D. 


SO 


(X) 


SO 


(Z) 




(£==.05) 


Other users 


6? 




3( 




2 


More self- 


Am. 










too 


cohfident 


Am./D. 


too 


(X,Z) 








(£3.0025) 


Other users 


23 




SS 




22 



33 (C) 



Increase 



Effects on sox: 

Desire for fdmlllar 
partner (£=.007) 

Aphrodisiac 
(£=.05) 



Am. 

Am./O. 
Other users 

Am. 

Am./D. 
Other ustrs 



33 (C) 
68 

33 (A) 



No change 



67 
SO 
30 

67 

too 

2S 



(A,B) 
(Z) 



(B,C) 
(X,Z) 



SO 
2 



(X) 



'Letters indicate subject codes; see table t. 
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CONCLUSIONS 



Given the present data and observations of Thurlow, the following 
hypothesis can be made: 

1 . ' Mariiuana has a physiological effect on some chronic users 

that is similar to a depressive state. The effects include sex- 
' ual and sleep disorders, headaches, tachycardia, and irrit- 
ability, as well as transient diminished motivation. 

2. The syndrome affects about 3 percent of regular users, and 
it is relatively unrelated to the length or frequency of their 
use. 

3. Certain types of people may be more susceptible to the syn- 
drome than others, especially those who abuse other drugs 
and alcohol as well. 

4. ' The natural history of the amotivational syndrome in these 

chronic users appears to be benign and self-limited with spon- 
taneous remission when untreated. 
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Discussion Highlights: Cohen/Halikas et al. 



Voth: I read your earlier paper, and I was troubled b/ it. 

I was equally troubled by the presentation in this 
paner because I think it has a major methodological 
error, the use of a self-administered questionnaire. 
One of the most pernicious effects of marijuana is 
the user's inability to recognize what is happening to 
himself or herself. Therefore, it comes as no sur- 
prise ar.all that these people would fail to recognize 
the amotivational syndrome. In your earlier paper, ^ 
you use the dependent variable mainly for the out- 
come of marijuana, to define samples, and to distin- 
guish users and nonusers. What you should have 
.done, in my opinion, was to have used two samples: 
nonusers compared with substantial users, -that is, 
those who use marijuana three times a week or more. 
Then you should have made comparisons by using 
criteria to discern the effects of marijuana based on 
what generally is observed. What you did was use 
criteria generally applied to alcohol abusers. The 
underlying assumption is that alcohol and marijuana 
have similar effects. They may have common effects, 
but that's like assuming aspirin and digitalis have 
the same effects. 

Halikas: On the first point, you are absolutely correct. These 
subjects w^re interviewed and asked about their 



^WeMer, R.A., and Halikas, J. Objective criteria for the diag- 
nosis of marijuana abuse. The Journal of Nervous and Mental 
Disease, 168(2) ;98-10i*, 1980. 
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perceptions about their lives. There Is no objective 
yardstick, and we did not interview families, relatives, . 
spouses, or paramours. 

It is a testimonial study and Is limited by that factor. 
The definition of abuse that has evolved In the last 
15 years and is clarified In DSM-III hinges on the 
use or* an elective substance that causes problems In 
multiple areas of a person's life. This definition Is 
now used for alt areas of abuse: Cannabis or alcohol 
abuse hinges on problems In a person*s life. 

v^oth: Yes, but you didn't use nonusers versus substantial 

users . 

Hallkas: Originally, we had a comparison group of 59 users. 

By the time of the followup study, many of them had 
become social or occasional users but were not part 
of the abuse question. We were looking to see what 
percentage of the chronic users became 'abusers. 

Smith: My research findings substantiate the findings of Dr. 

Hallkas's study. This Is the type of study that needs 
to be conducted. Certainly, there are methodological 
problems, but to say that marijuana users^re delu- 
sional and Inaccurate self-reporters Ts an erroneous 
statement. There are marijuana users who have prob- 
lems with self-assessment, rtowe/er, others are pre- 
cise in their self-assessment. 

What I see morf often in the amotlvatlonal group is a 
conflict with goals. There are great difficulties when 
the family has one goal for the ^hild and the child 
has a completely different goal. In our sample, we 
used self-definition of various goals in an attempt to 
screen out external bias. Usually, the young persons 
felt that the daily use of marijuana seriously inter- 
fered with self-defined goals and the ability to carry 
them out. When they stopped using marijuana, their 
ability to function returned. One cannot combine 
clinical opinion and methodological debate and then 
suggest that marijuana users can't perceive what is 
happening in their reality. 

s 

Lantner: Many of my patients who smoke marijuana start using 
"speed" to cope with their constant tiredness and 
lack of motivation. The ones with a strong goal- 
oriented personality are usually able to maintain their 
.school grades and extracurricular activities for a 
while. Some who notice the Incompatibility of their 
marijuana use with their self-defined goals stop their 
drug use. However, most of them insist that canna- 
bis use does not interfere with their health and activ- 
ities. They notice the changes more readily in their 
peers. Some of the younger and more compulsive 
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smokers develop the well-recognized "pot head" syn- 
drome, and even then they will not accept the fact 
that they have changed. All of my patients who con- 
tinue their habit have gradually compromised their 
original activities, lifestyle, and goals. 

Macdonald: The main problem I have with Dr. Halikas's paper Is 
. the age of the people he has surveyed. The average 
age of his respondents was 28, and even counting 
back the 6 to 8 years that these young people were 
involved in the study leaves us with a population 
that is not truly adolescent. As a pediatrician, what 
I am seeing and what concerns me is the "laid bacK," 
amotivated adolescent with no reol goats in life except 
being euphoric. As Dr. Mllman says so well in her 
paper, preadciv^cent children are especially at risk 
because their thought processes and reactions to new 
situations have not developed' fully. Goals in ^n adult 
sense are poorly established, if present ai all. 

Mllman: One of the most critical issues is referred to by Dr. 

Durell in his introduction, namely, the differential 
impact depending upon age and stage of development. 
Loss of motivation and loss of goals may not «be a 
striking feature in the 11- to 14-year-old group since 
these youngsters are not yet at a stage of having 
. self-defined goals. Thus, their success or failure 
relative to what they think their goals are Is difficult 
to measure. Adolescents are only just beginning to 
define themselves, ;to restructure their egos. Failure, 
then, must be measured, by lack of progress In cog- 
nitive development, in defining goals, in Individuation, 
and in heterosexual functioning and attachment. Fail- 
ure at this stage is multifaceted and not simply loss 
of goals or of motivation. 

Smith: Although I agree with th^ concept of developmental 

stages, I disagree that 11- and 12-year-olds don't 
have goals. They have different goals — for example, 
their goals may be social interaction with their peers. 

Durell: Dr. Halikas, how were the 100 subjects selected? 

Hallkas: The original participants were selected by word of 

mouth from an unknown source. It started with three 
people who did not know each other and who had 
assessed the drug community In St. Louis. They 
began telling their drug-using friends of the study 
with money incentives. Then they called me and they 
brought In nonmarijuana-using friends as a comparison 
group; from this we had a chain of referrals that 
reached as many as 9 or 10 generations. They ranged 
from high school dropouts to graduate students to 
the working-class sector in the community. 
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Similarly, Dr. Smith, could you tell us more about 
your subjects, particularly their age range? 

The age range in our marijuana study was from ^^ 
to 38. The amotivational syndrome group included 
adolescents to early adults. 

( was trying to look at the amotivational syndrome 
and see if the depression associated with it is dif- 
ferent or the same as depression. Early reports 
describe it as being depression in the marijuana-using^ 
group. However, some people have the syndrome 
without depression. This is the only prospective 
series currently underway in America. We hope to 
do a followup study in the early 1980s. At this point, 
we also hope to interview family and relatives, con- 
duct physical examinations, and draw blood samples 
for analysis. 

With reference to the decrease in hormone drive dis- 
cussed by Dr. Cohen, we may be seeing a cycling 
that may be related to marijuana. We are really only 
seeing the tip of the iceberg with the amotivational 
syndrome, and we also need to be aware of the role 
of hormone activity in the amotivational syndrome. 




Chapter 2 



Psychological Effects of 
Cannabis in A^dolescence 

Doris H. Mllman, M.D. 



INTRODUCTION 

The prevalence of nonmedical drug use among younig people was 
first addressed in this country in the mid-1960s. Most of the 
studies of that period were undertaken by colleges and univer- 
sities as a means of dealing with a problem new to undergraduate 
life (McClothMn and Cohen 1965: Pearlman 1968; Imperi et al. 1968; 
Eells' 1968; Hinckley et al. 1968; Anker et al. 1971), It was soon 
apparent that drug use was widespread and growing. Based upon 
student acceptance of drug use and a popular misperception of 
tnnocuousness, it was predicted that the age of initiation would 
continue to decline (Anker and Milman 1972; Milman 1972), Indeed, 
this has turned out to be the case (National Institute on Drug 
Abuse 1979a). 

Cannabis is second only to alcohol as the most prevalent drug of 
abuse among young people (Anker et al, 1972). It began to gain 
acceptance among college students in the sixties, with a lifetime 
use prevalence reported variously as 12 percent (McClothlin and 
Cohen 1965) to 39 percent (McClothlin and Cohen 1965; Pearlman 
1968; Imperi et al. 1968; Eells 1968; Hinckley Gt al. 1968; Anker 
et al. 1971), depending upon the .time, the place, the sample, and 
the investigator who did the survey. Cannabis use by high school 
students in 1969 appeared to be significantly less than that of col- 
lege students, about 12 percent according to our study In Brooklyn 
(Milman and Su 1973), The situation In the last decade indicates 
that the trend of the sixties continued through the seventies, with 
the percentage of high school seniors who had ever used cannabis 
rising year by year, from 47 percent In 1975 to 60 percent in 1979 
(National Institute on Drug Abuse 1979b, p. 25), With respect to 
age of Initiation, 14 percent of children below the ninth grade had 
used marijuana In 1979 compared with 6,5 percent in 1 975 (National 
Institute on Drug Abuse 1979a, p, 54), Because of these trends 
of wider use and use at a younger age, the deleterious effects of 
cannabis take on an overriding significance. 
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In countries of the Eastern hemisphere wheVe cannabis has been 
freely used for centuries, its deleterious effects are well known/ 
the Indian literature having documented the existence of a canna- 
bis psychosis early in. this century (Nahas and Paton 1979).^ 
Little formal research was done, however, on a drug whose psy- 
chotogenic effects were accepted as a given and whose use was 
confined to adult males in only the most Ignorant and impoverished 
sector . 

With use by educated groups, by women, and by increasingly 
younger youths and children, there has been a concerted effort 
to refine our knowledge of cannabis effects by means of modern 
research methods. The literature is accumulating detailing a host 
of physiological effects on the pulmonary, Endocrine, reproductive, 
and immune systems, as well as the central nervous system (Nahas 
and Paton 1979). With respect to effects on children, adolescents, 
and adult females, »owever, no systematic or controlled studies 
have been done because of ethical constraints and common sense. 
Thus, research on cannabis is limited to healthy adult male volun- 
teers. For the rest, we must depend upon extrapolation, inci- 
dental experience, or painstaking casefinding and clinical obser- 
vation. Unfortunately, anecdotal material and clinical observation 
have lost status, as research instruments, their yield regarded as 
inferior to the findings of controlled studies, despite the rich and 
varjed insights that previous generations of medical scientists 
derived from thoughtful clinical observation. 



^Whether or not a cannabis psychosis e?cists is a matter of some 
debate. As Is pointed out by Reese T. Jones (in the National 
Institute on Drug Abuse's Marijuana Research Findings; 1980 , 
edited by Petersen, R.C., DHHS Pub. No. 80-1001 , Washington, 
D.C.: Supt. of Docs., U.S. Govt. Print. Off., 1980), the descrip 
tions of long-lasting cannabis psychosis come from cultures in 
the Middle East and Asia, where cannabis is used more frequently 
and in higher doses than in this country. Further, the presenta- 
tion of data in clinical studies describing cannabis psychosis would 
not withstand rigorous scientific scrutiny. He also note^ that 
a number of reports that find no evidence of links between can- , 
nabis use and cannabis psychosis have methodological problems, 
whicji makes it difficult to draw unequivocal conclusions about 

' the psychosis. In the Seventh Annual Report to the U.S. Con- 
gress, the National Institute on Drug Abuse noted further that 
the. descriptions of a specific cannabis psychosis that are found 
largely in the Eastern literature are difficult to interpret because 
a diagnosis of mental illness is partly dependent upon sociocul- 
tural factors; the diagnostic picture is frequently clouded by 
other drug use and earlier evidence of psychpathology not related 
to drugs. This report concludes that if a cannabis psychosis 
exists, it is apparently rare under conditions in this country 
(National Institute on Drug Abuse. Marijuana and Health. Sev- 
e nth Annual Report to the U.S. 'Congress From the Secretary 
bf Health, Education and Welfar e W7] Pub. No. (ADM) 79-700. 
Washington, D.C.: U.S. Dept. of Health, Education, and Welfare, 
1979).— ED. 
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• TABLE 1.-- -Type of drug used 



^ * Number 

Drug using' 



Mdr IJUaHa 




Alcohol 


/ 1/1 


Amphetamines 


8 


LSD 


8 


flashish 


6 


Barbiturates 


6 


Clue 


3 


Heroin 


2 


Diazepam (Valium) 


2 


Metliaqualone (Quaalude) 


2 



'Multiple use was exhibited by 23 users. 



CLINICAL DATA 



Data 10 this report are derived from 2U subjects seen in private 
psychiatrFc practice from 1960 through 1979. Drug use was the 
primary problem for these yoUng people or apporxed as a compli- 
cating problem in the course of treatment. 

In sex distribution males predominated in a ratio of approximately 
3 tO'1 (17 males, 7 females), and th^ representation of social 
classes was consistent with a private referral practice. Seven were 
the sons and daughters of physician^. The Intelligence of the 
group, as measured by IQ, was predominantly in the above-average 
and superior range. 

The peak ages of induction into drug use were 14, 15, and 16. 
Girls, however, seemed to start their use at a slightly younger 
age than boys (mediaQ age 14 for girls, 15 for boys). Also, the 
youngest user in the series, was^an 11-year-:0ld girl; the youngest 
boy, 13. N<y girl was older than 16 at the start, whereas two boys 
were 17 and two .were 18. ' 

The drug common to all use'rs was marijuana (table 1), but only 
one user confined himself to this single drug. The rest used mul- 
tiple drugs, although, with the exception of alcohol, these other 
drugs were used only occasionally or experimentally on a once or 
twice basis. Eight users used 2 drugs, and the remaining 15 sub- 
jects used from 3 to 6 drugs. In 20 cases, marijuana was the first 
drug used; in 4, alcohol was the first. 

In 11 cases it was possible to make a pre-drug-use psychiatric 
diagnosis (table 2), based either on my own prior knowledge* of 
the individual or on data from another prior clinical contact. In 
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TABLE 2,— Predrug use diagnosis 
for 11 patients 



Major diagnostic category 

• Adjustment disorder 2 

Personality disorder 9 

Personality traits^ 

Passive-aggressive 5 

\ Schizoid ^ 

Phobic 3 

Anxious 3 

Inadequate ' 3 

Depressive 2 



^ ^Patients exhibited multiple features; 
therefore, numbers exceed. 11. 

t 

respect to' personality traits and features, this group represented 
the full range that one might expect to encounter in a clinical sam- 
ple of adolescents. Only 2 of the 11 exhibited' depressive features 
and none was psychotic or borderline psychotic. Three subjects 
had no identifiable preexisting disorder or maladjustment. For 
the remaining 10, there was not enough information to reach any 
firm conclusion about prior adjustment. Prominent physical find- 
ings included sparse facial hair (five boys), physical immaturity, 
impotence (four boys), and obesity (one boy, two girls). 

School failure following drug use, a change from a prior good to 
excellent school record, was noted in 18 patients. Of these, half 
dropped out of high school or college, the dropout occurrences 
■ being in sharp contrast to Intellectual ability. Five had difficulties 
with the police for offenses including stealing books and automo- 
biles, and dealing in drugs. 

Psychological manifestations during the period of drug use 
Included a broad range of symptomatology (table 3). The most 
frequent finding was sexual anxiety, manifested as a preoccgpa- 
tlon, as fear and avoidance, as compulsive promiscuity, or as 
impotence. The second mst frequent finding was a thought dis- 
order, manifested in fragmented thinking, illogical thinking, and 
confusion. Homosexual anxiety was present In nine individuals 
(two girls, seven boys), $ometimes defended against by panicky 
' avoidance of the same sex, sometimes by compulsive heterosexual 
seeking, sometimes by homosexual experimentation for the purpose 
of "proving" or dispelling the fear. Impaired verbal facility was 
apparent not only to me but also to the subjects themselves, who 
complained that they were unable to express ideas or find words 
or hold the thread of their thought. 
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TABLE 3. --Psychological manifestations 
for 24 subjects during drug use 



Sexual anxiety /confusion 


14 


Thought disorder (fragmenta- 




tion, confusion, illogic) 


11 


Homosexual anxiety 


9 


Impaired verbal ability 


' . 7 


Suicidal ideation 


7 


Flashback 


4 


Delusional 


4 



Suicidal ideation was a prominent finding, with overt gestures by 
one subject. A most significant fact is that only two subjects had 
a prior depressive history. Moreover, depressive symptoms, and 
in particular suicidal thinking, were reversed when cannabis use 
was even temporarily discontinued. 

The patients arid their parents were particularly frightened by 
the occurrence of flashbacks^ and somatic and other delusions. 
These states evoked unbearable anxiety, fear, and agitation, 
requiriijg sedation with chlorpromazine. Flashl^acks lasted up to 
4 months after stopping the drug, 

Postdrig diagnostic classification pointed to clinically significant, 
disabling psychopattiOlogy (table 4). The total of 11 instances of 
schizophrenia and borderline schizophrenic personality was 
extremely high in relation to the absence of these categories in 
the Pjedrug state. Personality traits and features also included a 
new Jlnding of paranoia in addition to an increased incidence of 
deprdssive features. 

The outcome for this group^of youthS was evaluated after an 
interval of 2 to 15 years. Eleven were judged stabilized, includ- 
ing whree who were drug free. 'Although stabilized and functional, 
theirl careers and/or academic achievement were well below their 
potential as judged by early promise, intelligence, and prior aca- 
demic success. Five were psychlatrically unstable and marginally 
productive, requiring continued parental and therapeutic support. 
Thrfce, two female and one male, were seriously impaired and 
req(lilred repeated hospitalization. The outcome was unknown 
among five subjects who migrated to other parts of the country or 
dropped out of treatment. There was one death; one of the two 
heroin users died at age 20 of hepatitis. 



A flashback Is a spontaneous Involuntary recurrence of the feel- 
ings and perceptual state produced by the drug. — ED. 
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TABLE 4.— Post-drug-use diagnosis 
for 24 subjects 



}Aa]6r diagnostic category 

Personality disorder 10 

Chronic schizophrenia - 6 

Borderline personality 5 
Acute dissociative reaction 

Personality traits' 

Depressive ^ 

Passive-aggressive 7 

Paranoid ^ 

Schizoid ^ * 

Inadequate 2 

Hysterical 2 

Impulsive * ^ 



'Patients exhibited multiple features;* therefore, 
' numbers exceed 2i*, 

DISCUSSION 

These cases demonstrate the psychological effects of cannabis that 
have been known' since antiquity. The most obvjous of these \ 
effects is, of course, the cannabis-induced, psychotic reaction, 
with delusional symptoms, disorientation, hallucinations, paranoia, 
and feelings of depersonalization and derealization. The psychosis 
may present acutely or insidiously, may be transient and Whony 
reversible, or it may be prolonged and chronic. When chronic it' 
IS clinically indistinguishable from' chronic psychosis of the schizo- 
phrenic or paranoid type (Ames 195^; Keeler 1967; Talbot and 
Teague 1969; Weil 1970; Stone 1973; Treffert 1978). 

They also' illustrate the full range of cognitive^and emotional 
changes that have been reported. The most prominent cognitive 
effects 'are impaired recent memory and retrieval, attentional defi- 
dits, difficulties in central processing, altered time perception, 
visual distortions, and hallucinations (Dornbush et al. 1971; 
Melges et al. 1971; Abel 1973; Vashon et al. \97^; Dornbush 1974; 
Ross et al. 1977; Miller 1979). Among emotional effects are mood 
fluctuations including euphoria, dyspho/ia, listlessness, ♦Apathy , 
and depression (Miller 1979; Keeler 1968; Clark et al. 1970; 
Galanter et al. 197^*; Janowsky et al. 1979). Other emotional 
responses Include drowsiness, indolence, withdrawal, anxiety, and 
apprehension. Hallucinations, paranoid delusions, and feelings of 
depersonalization and derealization are not uncommon, and are seen 
in acute intoxicated states as well as in acute or chronic psychoses 




A consideration of tbe psychodynamlcs of adolescent development \ 
will provide Insight into the nature of the disruptive effects on 
emotional equilibrium and intellectual striving. The dysphoric mood 
effects of cannabis are .experienced principally as apathy and list- 
les^ness; dampening thfe normal efforts at mastery and achieve- 
ment. The cognitive effects of impairment of memory, processing, 
and retrieval serve to auament the emotional effects of apathy and 
indifference. Thgs, the normal goal-oriented, ' achie^'ement-onente'd" 
stage is foreclosed both^ by ' lack of wiJI and lack of capacity. Lack 
.of achievement, in turn, leads to failure to reach dne's ego ideal 
with consequent loss of self-esteem. 

At ages 12, 13, and 14, corresponding to school grades 7, 8, ^nd 
9, during which initiation 'ir\to marijuana 'use is proceeding> at an 
increasingly ra, ild pace, 'developmental prhenomena are in a far more 
dynamic phase than in childhood; hence. the effects of disruption ' 
are more telling. From a Freudiafh and po^t-Fre'udian perspective, 
the young adolescent is beginning anew to separate from the family ' 
and assume a self-defined sense of identity (Freedman and Kaplan 
1965). This pi*ocess mvolves disengaging from childhood attach- 
ments, childhood ego ideals, and hitherto accepted parental values, 
and developing new relationships, ideals, and values. A greater 
or lesser degree of disorganization and disintegration necessarily 
occurs prior to restructuring and reintegrating at the new leveJ. 
Necessarily, too, the process spans several years and absorbs 
vast amounts of the adolescent's energies. At a psychosexual 
level, sexuality, whiQh has gone through oral, anal, and phallic 
stages and then been given a moratorium during latency, now 
emerges strongly, *aL.jmented by hormonal influences, in a specifi- 
cally genital form. In the Erikson formulation, the stages of early 
and rriddle adolescence are concerned with establishment of a sense 
of identity, failure of which leads to confused and shifting iden- 
tities, which Erikson calls , ego diffusion (Erikson 1963). In Plaget's 
schema, these years mark a dramatic cognitive shift from concrete 
operations to what he calls formal operations (.Cinsburg and Opper 
1969). Another term for this latter process is abstract thinking, 
which is characterized by the ability to think In terms of possibil- 
ity as well as present reality,^ to deal with multiple possibilities 
while holding a single factor constant, to combine possibilities, 
and to generate hypotheses. This capability to manipulate abstract 
Ideas pidkes possible deductive reasoning, scientific experimentation, 
assimilation of new ideas, philosophizing, and political theorizing — 
in fact, the full range of adult forms of sophisticated thought. It . 
is a process that begins in preadolescence, proceeds throughout 
adolescence, and involves a major cognitive structural reorgani- 
zation. 

Referring back to the psychological effects of cannabis, one can 
now address the specifics of its impact on adolescent developmental 
progression. , Cognition, clearly, is highly vulnerable. The acqui- 
sition of skills and the'mastery of new material, so important to 
the individual's self-esteem and academic progress, will be ham- 
pered by the drug. Moreover, since the critical transition must 
be bridged from concrete to formal operations, a drug that impairs 
thought processes will compromise that transition. A dramatic 
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falling, off in academic performance is the most objective evidence 
of the drug effect. Not only is the acquisition of new information 
impaired^ but also, the type of learning that requires abstract rea- 
soning or weighing of olternatives. Academic incapacity, in turn, 
leads to lowered self-esteem and weakened ego structure. Abstract 
reasoning, the abUiiy to think in reversible terms and tojnake 
moral judgments, plays an essential role in restructuring tHe super- 
ego and generating an independently determined value system. 
Failure to develop a serviceable value system can lead to serious 
social conflicts and dislocations. 

The process of separation from parents, and of development of a 
new ego ideal and a new sense of identity, necessitates substitu- 
tion of other attachments and affiliations. The youngster whose 
drug use renders him or her emotionally detached or apathetic has 
difficulty in developing sustained and supportive attachments and 
is prone to becoming self-involved and isolated. The failure to 
form meaningful new attachments may also delay or altogether 
inhibit the development of a 'stable sense of identity^ 

Another normal feature of the parental separation process and 
drive toward independence is oppositibnal or hostile behavTor. 
When drug use places the adolescent at odds with parental stand- 
ards, the drug behavior can become the focus of severe discord ♦ 
The separation process then becomes overlaid with irreconcilable 
differences: The young person may interpret parental criticism 
as rejection and respond with withdrawal, narcissistic preoccupa- 
tion, and regression. Alienated from parents and tenuously affili- 
ated with his or her peer group, this adolescent is highly vulner- 
able to the dfevelopment of psychopathology. 

A major consequence of the alienation, ego diffusion, and superego 
weakness described above, augmented by drug-induced apathy, 
listfessness, and Jepression is an adolescent pathological develop- 
ment often refer' ed to as the amotivational syndrome (Mellinger et _ 
al. 1976). In its most common form it is expressed as inability to 
pursue studies or work, inability to define or to make any commit- 
ment to life goals, and hedonistic pursuit of immediate gratification. 

Strengthening oi gender-appropriate psychosexual identification 
and achieving satisfying heterosexual attachment and functioning 
are the remaining tasks of adolescence and usually do not occur 
until the middle and late teen years^ In young adolescents there 
is heightened sexual drive and heterosexual awareness, but acting 
out is usually limited to masturbation, sexual talk, flee.ting attach- 
ments, and crushes. These tentative activities come into sharper 
focus in mid-adolescerice in the form of varying degrees of sexual 
exploration and experimentation, and in temporary romantic attach- 
ments in which the beloved is Idealized or is perceived as an 
extension of se\f. The goal is more one of self-gratification than 
sharing. In late adolescence, sexuality and emotional attachment 
become fused In a relationship of mutual concern, "sharing, and 
Intimacy. This last phase is a prelude to a^ mature, heterosexual, 
lasting adult attachment. 
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The cannabis effect can prove highly disruptive to this last devel- 
opmental task. Not only does the weakened adolescent ego and 
tenuous sense of identity impair the establishment of a strong 
gender identity, but these failures. In turn, inhibit heterosexual 
attachment. One result can be a formless groping expressed either 
as promiscuity or shifting bisexuality. Another is withdrawal from 
any attempt at sexual fulfillment. The cannabis effect abets this , 
withdrawal by inducing apathy and passivity. For some adolescents 
who are insecure or frightened of their sexual strivings, cannabis 
is employed for its effect in overcoming self-consciousness and 
inhibition or, alternatively, for dampening sexual drive. The most 
disruptive camiabis effect, however. Is the inhibition of emotional 
bonding and commitment necessary for true intimacy. 



The cases cited here are significant not only for the typicality of 
their drug responses but also because in their high intelligence 
these individuals represent a group whose potential was of the 
greatest individual and social value. The inhibitiorj of learning, 
thought fragmentation, loss of fluency of verbal expression, aliena- 
tion, lack of motivation and direction, depression and confusion, 
and the temporal relationship to drug use are findings that have 
been replicated countless times, as have the acute psychotic reac- 
tions and the chronic psychoses. The tendency to employ other 
drugs after the initial encounter with marijuana is also typical and 
often confounds the clinical picture, although in all of these 
instances marijuana was the most frequently used and, except for 
four cases, the first drug. 

While these cases are typical, they raise and leave unanswered 
many questions. To what extent is the clinical picture determined 
by cannabis, to what extent determined by intrinsic adolescent 
instability, and to what extent determined by preexisting personal- 
ity factors? What is the role of dosage, frequency, duration, and 
admixture of other drugs? Are all users equally' vulnerable or 
are there certain personality types that are especially vulnerable? 
What factors determine reversibility? Is reversibility total or is 
the individual's potential permanently compromised? The answer 
to this last would appear to be in the affirmative. Finally, is the 
cannabis effect actually more deleterious to the adolescent than to 
the adult, or is it merely more apparent because in general adoles- 
cent behavior is more labile and extreme? 

A high degree of sophistication will have to be applied to clinical 
research in cannabis to answer these questions. Casual and ser- 
endipitous observations will not suffice. Primary physicians must 
be enlisted to recognize the kinds of aberrant behavior associated 
with cannabis and to elicit a reliable drug history. The task 
should now be made easier by the availability of a relatively simple 
urinary test for cannabis. Large cohorts of comparable youths 
must be followed longitudinally, comparing the adult outcome for 
those with and without adolescent drug use, factoring in such 
variables as duration, frequency, dosage, and admixture of multi- 
ple drugs. Measures such as these can enhance our knowledge 
and provide valuable data for developing a public consensus and 
an appropriate public health policy. 
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Some Clinical Comments on 
Chronic Marifuana Use in 
Adolescent Psychiatric Patients 

John E. Meeks; M.D. 



There is a saying about all respectable town drunks that goes, "I 
never realized that Charlie drank until I saw him sober one day." 
Unfortunately, that insight can never occur to observers of the 
average adolescent dependent on marijuana. The problem is that 
if one smokes, even if twice a week, sobering up— in any total 
sense— never occurs. 
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This fact, along with others that I will discuss later, has led to a 
bizarre situation. Almost all clinicians who work with large num- 
bars of adolescents have come to feel extremely concerned about 
the damaging impact of marijuana use, yet scientific proof and 
general public acceptance of its disabling influence accumulate at 
a frustratingly slow rate. 

I have been working with adolescents for 20 years. Initially I 
adopted an extremely liberal attitude toward marijuana when it was 
the "new kick on the block." Like many people, I viev/ed it as 
simply another experimental drug of rebellion and psychic explo^ 
ration appearing on the adolescent scene. I assumed it was of no 
more import than beer and. In fact, perhaps less physically dan- 
gerous than alcohol. 

It is the tragic evidence of my patients that has gradually forced 
me to a very different viewpoint. That viewpoint could best be 
stated briefly as, "Marijuana is a dangerous drug, and especially 
so since one of its effects is to obscure the user's recognition of 
the deleterious impact." 

Since I lack scientific proof and cannot actually expect that you 
will take my clinical observations totally on faith, I will offer as a 
substitute some effort at a coherent explanation of marijuana's 
destructive interaction with the adolescent period, in hopes that 
my position, while still not proven, will at least appear plausible. 
My comments do not supersede other observations that have been 
made in regard to all pleasurable addictions. The tendency to 
deny the negative impact of any behavior that produces even a 
small degree of euphoria or even a modicum of psychological com- 
fort is widely recognized. However, there is even more to the 
picture when it comes to marijuana. 

Part of the problem, in fact, is that marijuana is not a "killer 
weed." Its effects in the usual street dosage are mellow, and not 
obvious and dramatic, as, say, are those of acute alcohol intoxica- 
tion. In fact, the intoxicated marijuana state is so diffuse and 
difficult to define that many have said that the drug effect Is 
totally dependent on the "set" of the user. Although there is 
mounting evidence that this is not entirely the case, there is 
enough truth to the statement to reinforce the marijuana mythology 
that asserts that users have almost total ability to control behavior 
and to perform normally while under the Influence of cannabis. 
In passing, it should be mentioned that this belief in the ability 
to outsmart "the straights" and to escape detection although intoxi- 
cated is at least partially maintained by the naivete of most of us 
adults who wou^ in't recognize a stoned kid If he was carrying a 
candy bar in o le hand and a bottle of eye drops in the other. 
Parenthetical., , it is this interesting and somewhat curious desire 
to be mtoxicated without having that fact recognized that interacts 
in some interesting way with the paranoid fear of detection that 
characterizes at least some regular marijuana users at some times. 
In any event, it is striking that most marijuana users — as long as 
they are actively using the drug— tend to view themselves as 
undamaged by the chemicals in grass. They are often joined in 
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this denial by their parents, teachers, and other adults. Obvious 
evidences of irritability, altered consciousness; volatile moods; 
paranoid hobtility, cind impaired social, educational, and economic 
functioning are dismissed or minimized as "adolescent rebellion" or 
cultural protest. This is a transformation of reality that makes 
simple alchemy a snap by comparison.' 

Even though marijuana's approach Is stealthy, we must, still offer 
" some explanation of why this oppressor is welcomed by the adoles- 
* cent victim. Even when adolescents recognize that marijuana is 
causing them problems, they are often unwilling or unable to give 
up the drug. We recently surveyed a group of adolescents who 
were hospitalized for psychiatric and emotional difficulties. Sixty- 
seven youngsters were queried anonymously regarding their mari- 
juana use. Forty-nine of them— nearly three-quarters— admitted 
to marijuana use. Of that group, 29 or about 60 percent of the 
users admitted daily use. Of the 49 users, 28 stated they recog- 
nized that they had problems that resulted from their marijuana 
use. Two-thirds, of the youngsters who felt they had problems 
were daily users, but one-third said they used the drug weekly 
or occasionally. It was fascinating to note that many of the young- 
sters described damage to their memory, concentration, thinking 
ability, and their capacity to function in an educational setting. 
Other problems were mentioned, especially disruptions of family 
rotatianships and friendships. However, over half of the young- 
sters rndicated that they probably would continue to use marijuana! 

Why are they willing to be victim^? The first reason is fairly 
obvious. The adolescent,' because of peculiar developmental vul- 
nerabilities, is an eager consumer of any nostrum that provides a 
sense of well-being and a comfortable position with the surrounding 
world. Adolescents are required during the developmental period 
to abandon most of the support systems of childhood. They liter- 
ally can no longer feel good about themselves by reason of being 
"good children." This realistic need to become more expressive * 
sexually and aggressively and to adapt to an always new and 
changing world requires psychological movement away from the 
parent and the values of the parent. Unfortunately, at the same 
tim'^, the adolescent has little basis as yet for self-confidence 
based on a comfortable sense of personal competence derived from ^ 
solid achievement. On the contrary, everything is in preparation 
fqn d threatening future. Anticipatory anxiety in vocational, social, 
and sexual performance areas rules the day. Self-esteem is hard 
to gain, easy to lose. 

Marijuana is a destructive pseudosolutlori. Peers use it to achieve 
a higher, superior state of mind— or so they say. Adults are 
uninformed On the subject: One can outsmart them easily and gam 
instant superiority over the frighteningly competent competition. 
At the same time the adolescent insures mutual support from a 
large portion of the peer group by simply using .the readily avail- 
able drug. The euphoric state of intoxication adds a spurious 
sense of mastery and independence from other people and the anxi- 
ety over pressure to perform. The additional kick Involved in 
the exciting use of an illegal drug, coupled with the financial 
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freedom provided by dealing, is an almost unexpected, delicious 
byproduct. The whole package creates an artificial world in which 
the adolescent can feel that needs are met and problems are few 



U-nfortunately, this apparent exit from adolescent anxiety is' In 
fact a trap door leading to a well-greased slide that tan be very 
long indeed for some youngsters. Obviously, those youngsters at 
g-eatest risk are the ones who have other reasons to doubt their 
basic cbmpetence. These reasons may be neurotic or may be the 
result of temperamental extremes, learning disability, or faulty 
so.-ializatipn and teaching. The danger Is also magnified with the 
younger adolescent who has, on the average, more reasons for 
anxiir^ty ^nd fewer reasons for confidence in his or her abilities in 
the real world. 

It is Important that we recognize honestly that the vast majority 
of adolescents who smoke marijuana do not become burnouts. 
Undue alarm, exaggeration of danger, and unrealistic propaganda 
can discredit the more moderate but very real dangers that exist. 
Unfortunately, once the syndrome Is well established. It feeds upon 
itself, creating a hostile and ' rebellious attitude toward those who 
try to interfere with this highly vak:ed substitute for genuine 
achievement. The oppositional posture and paranoid* distrust * 
required by the illegal behavior disrupts supportive and helping 
relationships with adults who might be useful in directing the 
maturation process. ^'A growing sense of guilt and betrayal toward 
all other people', but especiaJly family and other Intimates, adds 
to tlie problem. These young people are running from an unpleas- 
ant and increasingly menacing inner reality, as will as from dan- 
gers posed by the requiremerUs for increasing autonomy and coping 
ability imposed by external reality. 

Treatment is still lagging in technique partially because we have 
been slow to recognize the importance of the illness. I hope that 
we can rectify this professional blindness. Community organiza- 
tions have begun to attack the probltsms of promotion and supply. 
Marijuana is a menace. It. is an insidious and sneaky tyrant that 
takes over the control of many adolescent lives in damaging way^s^ 
that may be more permanent that we yet realize. It requires our 
best efforts at prevention and treatment. 

If you dcyi't believe me, listen to the youngsters, particularly those 
who have stopped smuking marijuana for several months. In retro- 
spect, these young people realize that they have emerged from a 
dampening and confusing cloud into the clear sunlight of reality. 
Looking bacK, they can see the dangers we need to address. 



or nonexistent. 
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Discussion Highlights: Milman/Meeks 



Miiman : 



Cohen : 
Miiman : 



Cohen : 



Niven : 



Two babies recently born at Kings County Hospital 
In^ Brooklyn, N.Y., have come to the attention of a 
colleague of mine. These babies were seen to be 
abnormal in the newborn nursery and appeared to 
have the morphological features of the fetal alcohol 
syndrome. On close inquiry, however, both mothers 
absolutely denied any alcohol use. Each mother, 
moreover^, volunteered the information that she had 
used marijuana prior to the pregnancy as well as daily 
or several times a week throughout the pregnancy. 
Both babies were small for gestational age and both 
had dysplastic facies. Both babies had tremors sug- 
gestive of a withdrawal state, and one had seizures. 
One baby was neurologically immature at agB 2 months. 
Neither is older than 2 months at this time, so it is 
not yet possible to assess outcome. 

Do you want to raise the issue of a fetal cannabis 
syndrome? 

Yes, I do. One baby had webbed neck, low-set ears, 
high-arched palate, downward slanted eyes, preacral 
dimple, and patent ductus arteriosus. The other baby 
had epicanthal folds, posteriorly rotated ears, and 
elongated philtrum with absent groove. 

We have seen no major symptoms like convulsions 
and delirium. What we have seen is nausea and irri- 
tability. If you want to call that withdrawal, then 
you can speak of physical dependence. 

I am concerned by the equation of denial with the 
use of marijuana. I think this is an erroneous equa- 
' tion because one can see denial .with the use of other 
drugs and also in ^^ituations in which drugs are not, 
used. We have to be very careful in saying that 
marijuana users do not know what is happening to 
them individually as the result of their marijuana use, 
when in fact, they are usually unable to see what is 
happening to them because of the general psycholog- 
ical process of denial, which may have nothing to do 
with the pharmacologic effect *of marijuana. 

We can't totally rely on what kids say about their 
drug use, whether they are stoned or straigh^" They 
will sometimes lie about drug use when they are 
straight, and while they usually minimize the extent 
of their use, on occasion, they will significantly exag- 
gerate the extent of drug use. This exaggeration 
can rarely be documented by observation or laboratory 
testing. We need to be cognizant of: these factors 
when taking drug histories. 
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Smith: 



Meeks: 
Smith: 

Haiikas: , 



Cohen: 
Mllman: 



We need clarification on certain key 'issues. Physical 
withdrawal has to be documented in the lab at a higher 
dosage. It is important to clarify marijuana's specific 
pffects. I agree wjth Dr. Niven that denial is not a 
marijuana-specific effect. - ^ 

In the verbal presentation Dr» Meeks said, "If you 
don't believe me, listen to kids who have had a prob- 
lem, particularly those who have stopped smoking for 
several m^onths." This is an important distinction. 
There are a fair number of young people who have 
gotten into meditation or exercise and have stopped 
their use of marijuana. Drug use was a phase in 
their lives. They didn't have serious withdrawals 
and didn't describe an emerging from a cloud. Those 
who have a problem do experience what you describe. 
It's a terribly important differentiation. 

My experience is with people wtio have problems; 
otherwise, they would not be seeing me. 

This isi my experience also. The ones who come to 
me with marijuana dependency problems fit into this 
category. We have done interviews with a nonabuse 
population in our clinic setting or through our educa- 
tional training project. There are a significant num- 
ber who report that marijuana use is a phase in their 
lives and that the alternative is not treatment bat 
some other phase. 

In regard to the "emerging from the cloud" issue, 
we see this in people leaving all sorts of problems: 
recovered alcoholics, ex-salt users, new vegetarians, 
people who no longer smoke cigarettes, and born-again 
Christians, Thus, this phenomenon is not limited to 
marijuana . 

With regard to both populations. Dr. Milman, I am 
curious as to how you correlated the outcome with 
who they were originally, and v^hd\ sorts of diagnoses 
you had on transition at that earlier stage. The 
people who ended up stable and productive came from 
one particular set of personality characteristics, and 
the ones who ended up in a poorer outcome group 
had different characteristics in adolescence. Gener- 
ally, what we may be dealing with is a false causes 
effect. 

Dr. Milman, your sample had so many polydrug users, 
why are you attributing much of their disability to 
marijuana? 

In response to Dr. Halikas's question about outcome 
r^jlative to premorbid personality, it is true that those 
with a better prior adjustnrient generally had a better 



ERJC 




Cohen': 
Miiman : 



Smith: 



Cohen: 



ERIC 



outcome, providing of cburse, that they gave up drug 
use. Conversely, those with the poorest outcome 
had a history of significant adjustment problems, 
beginning in childhood. The fact that prior emotional 
problems led to a more serious drug effect should 
not be taken as exonerating the drug. Rather, it 
points the way to a direction for future research. 
For example, who are the susceptible individuals and 
how they can be identified beforehand? What factors 
determine reversibility? Are the effects fully or only, 
partially reversible? In response to Dr. Coheri's ques- 
tion about polydrug use, marijuana was the first drug 
used by 20 of the in my sample. In the other ' 
four alcohol was the first drug and marijuana the 
second. In all cases marijuana was the preferred 
drug, the most frequently used, and the most abused 
drug. 

Were any other drugs as seriously abused? 

In cases, in which marijuana was not the first drug 
used, alcohol was. However, alcohol was not used 
excessively but was employed primarily to enhance 
the marijuana effect* Other drugs were used experi- 
mentally and sporadically but not regularly. Admit- 
tedly polydrug use confounds the issue somewhat. 

We found that the amotivational syndrome related to 
heavy daily marijuana use versus amotivational syn- 
drome with depression surfacing significantly when 
marijuana use stopped, has a quite different clinical 
followup. The pure amotivational syndrome group 
didn*t get involved with polydrug abuse when they • 
stopped using marijuana* One-half of my sample was 
an amotivational syndrome depression-surfacing group. 
They had a much higher probability of abusing other 
drugs than did the purely amotivational group. 

The cases of depression haven't been uniformly 
reported for all people who have amotivational syn- 
drome. I believe in your instance the percentage 
was 2 out of 5. I suspect it is feven lower. There*5 
one paper by Hcgan et al. (Personality correlates of 
undergraduate marijuana use. Journal of Consulting 
and Clinical Psychology , 35^38-63, 1970) that mentions 
only a small number ot depressives among the larger 
number exhibiting ampti_yational syndrome. 




Chapter 3 



' The Relationship of 
Moderate Marijuana Use and 
Adolescent Behavior. 

Donald Ian Macdonald, M.D. 



There are two points \ will make at the outset, and then 1 will 
answer affirmatively the question, "Does moderate marijuana use 
produce behavjor problems in adolescents and compound those that 
exist prior to its use?" 

t 

First is my strong objection, to the use of the word "moderate" in 
reference to any adolescent drug use. It implies an acceptance, of 
the concept that a certain amount of mind alteration is all right. 
This widely accepted but unproved belief is an extension of the 
general hedonism in our society that say^, "If it feels good, do 
it." For adolescents, use of any psychoactive agents, even pre- 
scribed (Roush ef al, 1980), -may be dangerous. With first use 
they cross a threshold. TKeir immaturity, and lack of coping mech- 
anisnis make them extr/^'nel^ susceptible to infection with the pro- 
gressive disease described* .here. 'The American Academy of 
Pediatrics in Its recently revised marijuana statement A)ncurs that 
any use may be dangerous (American Academy of Pediatrics 198Q). 

Second is my feeling that studies seeking to isolate the behavioral 
effects of marijuana ignore the reality of alcohol use. My studies 
(MacdonaJd 1980) and those of others have shown that well over 
95 percent of marijuana-smoking youngsters drink alcohol. Effects 
on behavior are probably synergistic. This Is not to say that 
such things as amotlvation, short-term memory loss, and paranoia 
may not be more specifically marijuana related. 

The use of psychoactive chemicals by children and adolescents 
leads to a clear*-cut and easily recognizable syndrome of behavioral 
and emotional change. ^ Regardless of the motjve for experimenting 
with mind-altering drugs, once children begin to yse drugs for 
producing good feelings at a'tlme of stress, they are in trouble. 
As they become chemically dependent, as millions of our youngsters 
have, their disease progresses in a remarkably predictable down- 
ward path. 



First described by Newton (Newton 1981; Macdonald, in press) at 
Straight, a St. Petersburg, Florida, adolescent drug treatment 
program, the syndrome may be divided into five stages of clinical 
progression. 

Stage 0. The Call Co Do Drugs 

Because of tHie largJ numbers 6f our children involved with drugs 
( National Institute on Drug Abuse 1980) it is not incorrect to say 
that '^doing drugs*/ ha? now become the norm for adolescents. " 
Efforts at prevention, at treatment, and at decreasing recidivism 
r^tes must takfe into account the multitude of "do drugs" messages, 
law enforcement problems, and lack of awareness that exist in our 
society (table 1). 

Base#^riflW worir of Donovan, Jessor, and Jdgsor (Donovan and 
Jespor 1978; Jessor and Jessor 1975; Jessor ef al. 1980), Glenn 
(Glenn and Warner 1977) has neatly grouped the measurable char- 
acteristics that appear to be forerunners of adolescent drug use 
and other delinquent behavior. These weaknesses are relative in 
the sense that as societal pressures increase, more strength is 
needed tp say "no." These pressures include among others those 
from a huge and highly profitable drug industry. 

The deficiencies should be preventable with a new emphasis on 
childfearing that stresses acquisition of coping mechanisms— the 
skills and attitudes. that might help adolescents resist the urge to 
experiment. Among other things, these children have a poor 
self-image and a feeling of not really fitting in with their families. 
They have a beltef that, control of their destinies Is based more"^ 
on luck than on their actions. Adult skills such as ability to effec- 
tively communicate with others, to defer g rati flea tio^n, and to. 
adjust to new situations are often lacking. Pediatric well-child 
care of the 1980s must include a strong emphasis on building these 
attitudes and skills, which are increasingly found wanting. 

I Stage 1. Learning ^the 'Mood Swmg 

The use of alcohol or marijuana begins most often with a "friendly" 
gesture to share an exciting experience. The offer, most often 
made by a friend or sibling, is usually '-efused at first. Once 
accepted, the learning process, begins. Both marijuana and alcohol 
are usually tried in this stage, and with practice a fairly good 
high can be achieved. Also learned are a new language, new « 
hangouts, and new friendships/ Tfiere may be little behavior 
qhange except for some moderate after-the-fact lying. The forces 
thaf pushed the child from stage 0 to stage 1/have not disappeared^ 
and are now augmented by a new-found way^ of reaching euphoria. 
Progression to fairly regular weekend use 1s common (table 2), 
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TABLE Stage 0: The call to do drugs 



Pressures 

• Hedonistic society 

• Sales pitches, high 
profits— legal and illegal 

• Negative role models 

• Casual or ambivalent atti- 
tudes about drugs, and 
alcohol 

• Normal teenage attributes 

r Response to peer pressure 

- Curiosity 

- Liking excitement 

- Neen to belong 

- Quick to rebel 



Supports \ 

• Laws and tholr enforcement' ^ 

• Education 

• Parents' attitudes and 
practices 

- Awareness 

- Caring communication and 
control 

- Good oersonal example 

• The strength to say "no" 

- Strong coping mechanisms 

- Appropriate attitudes 

- Necessary life skills 




' About two out of every three seniors (65 percent) report illicit 
drug use at some time in their lives. Marijuana is the most widely 
used drug; 34 perdfint of the seniors reported use in the past 
month. An even gr^^ater percentage of high school seniors have 
used alcohol (93 percent); 72 percent have used alcohol In th§ 
past month (National Institute on Drug Abuse 1980). 
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TAIIC 2. — Cllntcat stages of progr«ssive drug abust 





Mood (literati on 


Feelings 


Drugs 


Sources 


Behavior 


Frequency 


tedrning t^c 
mood swing 


Euphoria 
Normal / \ 
Pain 


Feeling good 
Few consequences 


Tobacco 
Marijuana 

Alcohol 


FriefKis 


tittle detectable 
change 

Moderate "after 
the fact" lying 


Progression 
to wee (tend 
use 


> SeekinT;^ th« 
1 mood swing 

1 

! 


Euphoria /~N 
Normjl i \ 
Pain 1 


Excitement 
Early guilt 


All above plus 
Inhalants 
Hash oil - 
"Uppers* 
"Opwners* 
Prescription drugs 


Buying 


Orop extracurricular 
activities and hob- 
bies 

Mixed friends 
(straight and drug) 
Oress changing 


Weekend use 
progressing 
to «-5 times 
per week 

Somo solo use 






"£rrattc~schoo< - 
performance and 
skipping 

Unpredictabit mood 
and attltud* swings 
"Conning" behavior 




stage 3. 

Preoccupation 
with the mood 
swing 

Stage «* 
Using drugs 
to feel normal 


Euphoria /"^ 
Normal • \ 
Pain 1 


Euphoric highs 

Ooubts Including 
t Severe shamo and 

guilt 
t Oeprasslon 
• Suicidal thoughts 


All above plus' 
Mushrooms 
PCP 
LSO 

Cocain* 


Selling 


"Cool" appearance 
Straight friends 
dropped 

Family flghts (ver- 
bal and physical) 
Stealing/police 
Incidents 
Patiwiogic lying 
School failure, 
skipping, expul' 
slon, jobs lost 


Daily 

Frequent 
solo use ' 


Euphoria 
Normal 

Pain / \ 


Chronic 
t CuiU 
t Shame 
t Remorse 
t Oppression 


Any available 


Any possible 


Physical deterlora* 
tlon (weight loss, 
chronic cough) 
Savore mental 
delisrloratton (mem- 
ory loss snd 
flashbacks) 
Paranoia, volcanic 
anger and aggr«s* 
sion 

School dropout 
Frequent overdosing 


All day, 
every day 



Stage 2. Seeking the Mood Swin'g 



No longer content to wait for an offer to share a high, the user 
begins to beg or buy. The euphoria is so good that it seems a 
shame not to reach it more often, especially when there is stress. 
Adolescence is a time of great problems, anyway, and includes 
such things as acne, obesity, algebra, not making the team, and 
parents who "don't understand." 

Behavior begins to change. Extracurricular activities may be 
dropped or participated in less actively (amotivation) . Friendships 
change and begin to include some "cool" characters. Schoolwork 
may slip and there may be withdrawal from family activity and 
"unexplainable" mood swir^gs. Harder drugs such as hash, pre- 
scription drugs, and inhalants are tried willingly. The relation- 
ship o^ drugs and sex cannot be ignored. Vulnerability to sexual 
advances, heterosexual and otherwise. Is increased wl.«n one is 
seeking drugs or under their influence. Boys may use drugs to 
seduce girls and girls may do drugs to be accepted by boys. 

Despite all the fun and excitement there are problems related to 
leading a dual life and the shame and guilt of using Illicit sub- 
stances. Hangovers and falling performance cause additional 
stress, which Is now handled by seeking chemical euphoria— and 
the hook is in. Use increases to include weekday use (some solo). 
By the end of this stage, the hope of turning back without out- 
side help is small, if any. 



Stage 3. Preoccupation With the Mood Swing 

This is the stage of the 9.1 percent of high school seniors who 
smoke marijuana daily (National Institute on Drug Abuse 1980). 
All activity is directed toward the next high. Behavior has .deteri- 
orated, and there are usually problems involving school, family, 
sex, and the law. Drugs cost money and selling is common. 
Depression, guilt, remorse, and suicidal thoughts are part of the 
patn. LSD, PCP, cocaine, and mushrooms are tried by most, but 
marijuana and alcohol remain the main chemicals. 

The family is in disrepair. Parents, who were uneasy In stage 2, 
are now in real turmoil. Feelings of guilt and anger are common. 
One parent, often the mother, nay lean toward guilt and believe 
her changing child's problems are due to lack of love and under- 
standing. The other parent will often tend toward anger and feel 
the child needs more consistent discipline. Both parents tend to 
blame the other but secretly hope the behavior is just a phase 
the child is going through. They deny the basic problem. Until 
they understand the child's problem Is use of drugs, efforts at 
help will fail. He or she must be drug free before they will see 
change. 
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Stage The Burnout 



Constantly in search of chemicals to ease inner pain, the child is 
out of school, worth little on the job, and unwanted by the family. 
Fatigue and cough are .chronic. Flashbacks, overdosing, and 
amnesia are usual and are bound to get worse unless the child- is 
helped. 



THE ROLE OF THE. PEDIATRICIAN 

Diagnosis' ~~ ^ 

With increasing awareness of the behavioral changes related to the 
stages of chemical dependency, the pediatrician will make the diag- 
nosis more and more frequently. The diagnostic evaluation of the 
child will no longer just include lab tests such as blood counts 
and mono tests. A cough should no longer be evaluated without 
strong consideration being given to the possibility of marijuana 
smoking as an etiology. The pediatrician should also wonder about 
any child with behavior problems. If the child says he or she is 
not 'doing drugs, the physician should wonder why. 



•Treatment 

The pediatrician must be aware of the Importance of drug-free 
treatment and of the frequent need for at least temporary removal 
of the child from his or her environment. 



Prevention 

In addition to making children and their parents aware of the risks 
of drug use. the pediatrician must help families build strong 
defenses. Helping the family and child to build coping skills 
should be the pediatrician's concern from the prenatal visit on. 
Because of the numbers involved and the less than perfect success 
rates of even the best treatment programs, the answer has to be 
in prevention. 
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Based on the observations I have made on the effects of marijuana, 
it is my opinion that this substance is harmful, especially to the 
young. I believe marijuana does lead to maladjustment and that it 
reinforces rebellious, negativistic behavior and lowers the indi- 
vidual's motivation for effective social adaptation. Furthermore, I 
am completely convinced that marijuana affects psychological proc- 
esses and personality across a wide spectrum of behaviors and 
functions. 

My interest in the effects of marijuana began approximately 10 
years ago because of its apparent effects on both inpatient and 
outpatient psychiatric populations. Without any question in my 
own mind, patients use the substance to facilitate their repressive 
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trends, that Is, to assist them in their escape from the respons»^ 
bilities and stresses of life and to calm their anxieties. 

Periodic- conversations with my psychiatrist colleagues provide sup- 
port for my observations with only a few exceptions. Some of 
these exceptions may be related to the fact that some of these psy- 
chiatrists use marijuana themselves. One psychiatrist of national 
prominence who disclaims any harmful effects of marijuana has 
stated publicly that he smokes the substance several times weekly. 
For the most part, however, my colleagues agree that marijuana is 
harmful. >, 

I have known quite a number of young people largely thTou^ their 
association with my three sons. I remember these children as 
bright and lively;, then they began to change. Several of them 
underwent profound personality changes, failed at school, and some 
have fallen by the wayside. My sons have known five peers who 
were heavy drug users and who committed suicide. All of these 
young people began their drug-related regression by smoking mari- 
juana. 

I asked my two oldest sons,, one of whom Is in medical school and 
the othar at a university, to observe their peers. They report 
that those who use marijuana regularly rarely stop. The medical 
student summarized, "With chronic usage the effects are lack of 
motivation, lack of direction, inability to concentrate, lack of ten- 
acity, and difficulty directing attention. . . . The effects are 
generally not recognized by the user. . . . Personality changes 
are slow and insidious. . . . There is a deterioration In appear- 
ance, hostility toward authority, a trend toward uncooperative- 
ness. ... A way of life is established characterized by choice 
of music, friends, mannerisms, cliques. It is very hard for the 
individual to break away from the close-knit group of pot smokers, 
which seeks to enlist new members. Chronic use for years hooks 
the person into a life-style which is extremely hard to break." 

The undergraduate observer states the following: "What I observed 
is a lack of drive and a washing out of the person's emotions. 
There is a loss of respect for so-called straight people and a gen- 
eral lack of caring for others. They deteriorate in about 6 months, 
don't realize It and have to be off the drug for several months 
before they clear up. Lack of goal directedness is the main effect 
on the older user. All users seem to live in a different kind of 
reality." 

I have made more direct in-depth observations on the effects of 
marijuana through the psychoanalytic treatment of young adults 
who continued to use the drug during treatment. As a result of 
longitudinal observations, it is now clear that it is a mistake to 
try to do psychotherapy for the heavy user. ^Vithout any ques- 
tion marijuana has the effect of impairing the patient's motivation 
for achieving constructive change. At times, with the exercise of 
much willpower and bolstered by encouragement from the doctor, 
patients would abstain for varying periods of time. Improved 
alertness and greater motivation for treatment and for improvement 
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of life generally were the result.. However, this very improvement 
also generated adaptational anxiety caused by the mobilization of 
unconscious conflicts. If treatment goes well, they are resolved 
and the patient is relieved of the neurotic conflictual burdens. 
The marijuana smoker, however, like the alcoholic or any other 
drug-addicted individual, is prone to resuming smoking marijuana 
and regressing, rather than facing inner conflicts, resolving them, 
and maturing. In these patients, the unconscious meaning attached 
to the mental state that results from smoking marijuana is especially 
clear. Rather than facing life and mastering it, the anxiety and 
the prior use of marijuana open up the more easily taken regressive 
rout e. ^ 

There is no doubt in my mind that had these patients never been 
exposed to the anxiety-lulling effects of marijuana, they would 
have been more treatable. The few patients I have successfully 
treated were not extremely heavy users, and there were environ^ 
mental resources available that coul ^ be used to isolate them frorn 
^the drug. My psychotherapy supe. .isees report essentially the 
same findings. In brief, the patient is typically lacking in drive 
to change, is failing in life adjustment, is socially alienated, and 
so on. When treatment is successful, the changes in mental clarity 
and motivation are dramatic when the use of marijuana ceases. 

The requisite steps for curing the chronic marijuana user, both 
inpatient and outpatient, in whom personality change has occurred, 
provide further evidence of the depth of the effects of the drug. 
Reason alone, which focuses on obvious personality and life adjust- 
ment effects, even acknowledged by tine user, rarely produces 
positive results. Insight into the unconscious conflictual factors 
that led to the use of marijuana similarly will not bring about posi- 
tive change^ This latter point became completely clear to me after 
using what seemed to be very skillful and precise insight with my 
patients, only tu find that positive responses to insight were fleet- 
ing at best. Occasionally a patient would abstain for a week or 
two, but eventually the urge to smoke, often combined with overt 
or subtle pressure from friends, prevailed and the patient lapsed 
into the old pattern. 

In my experience there is only one certain way to be cured from 
marijuana smokmg. The user must be totally isolated from the 
drug for a minimum of 3 months. Only after a period of sustained 
abstinence will the user become aware of the profound effects the 
drug has had, and at the same time become free of its addictive 
effects. The inability of the user to perceive himself or herself, 
or gam insight into what has happened to him or her over a span 
of time, is one of the truly pernicious and remarkable aspects of 
the effects of the drug. Talking rarely works; forthright deci- 
sive action by someone willing and able to take responsibility for 
the fate of the user is necessary. The chronic and heavy and 
probably even the moderate user rarely can take responsibility 
for himself or herself. How the person or persons exercise their 
responsibility to the user depends on the age of the user, his or 
her life circumstdnni:>, the severity of the retrogressive changes 
and deterioration of the user, and so on. I recommend sparing 
no effort whatsoever in achieving this objective. 

53 



6^ ■ 



TABLE 1. — Topeka, Kansas, teacher opinions 



High Middle Elementary 

school school school 



Are you reasonably 
certain when one of 
^ your students is using 
drugs, including Yes 48 Yes ^48 Yes 49 

7 No 20 No 29 No 111 



marijuana 



process? 



Does marijuana use 

impair the learning Yes 65 Yes 80 ' Yes 1U9 



No — No 1 No ' 8 



Does the marijuana- 
using student become 
estranged to some 

degree from his/her Yes 45 Yes 60 Yes 101 

peers? No 11 No 8 No 14 

Does the presence of 
a marijuana-using 
student make your 

responsibilities as a Yes 68 Yes 72 Yes 120 

teacher more difficult? No 1 No 3 No 9 

Does the presence of a 
marijuana-using student 
have some degree of dis- 
ruptive effect on the 

educational process in Yes 57 Yes 72 Yes 96 

the classroom? No 6 No 4 No IT 

Do you believe peer 
pressure Is one of the 

reasons young people Yes 63 Yes 8 Yes 181, 



^start using marijuana 



? No 3 No — No 3 



In order to further study the effects of marijuana, and in a way 
that did not involve my own clinical observations, I conducted a 
survey of the elementary, middle school, and high school teachers 
of the Topeka school system; 428 questionnaires were returned. 
The opinions of these teachers are shown in table 1. 

The of^inlons of these teachers strongly suggest that marijuana 
does impair social adaptation and learning. I have interviewed a 
dozen or so teachers, asking them to expand on Ineir observations 
All stated that they could tell when a student v,as using marijuana. 
Students become less attentive, they lose their motivation to learn 
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and participate meaningfully in class, their performance sljps, and 
some eventually drop out of school altogether. UsuaHy their ' 
appearance changes for the worse; hair gets longer, they are less 
neat, and some adopt "far out" clothing styles. Overall, they were 
more alientated from the teacher. These observers spontaneously 
gave a few examples of bright, involved young pcirson^i who even- 
tually became completely lost: "It was tragic to see this happen, 
but what could I do? Someone should have intervened." 

I have received scores of persona! communications by phone, letter, 
^nd direct conversation as a consequence of my public statements 
on the effects of marijuana. After appearing on a nationally 
broadcast TV program, I was deluged with letters and received 
many phone calls. Most were from distraught parents who 
described the progressive downhill course of their children as a 
consequence of marijuana use. Their children lest their motivation 
to succeed, grades fell, many dropped out of school, they were 
unreachable, and family life was severely disrupted. These com-r 
munications were nearly always accompanied with a desperate plea 
for guidance and advice. 

Former and current marijuana users have also contacted me in 
large numbers. Virtually aM have said in one way or another, 
"You are right, I have lost my ambition, I can't think as clearly, 
I am losing out in life." Some say they have managed to stop 
using marijuana and have regained what they believe to be their 
old level of functioning. Others, however, state that they have 
been unable to regain their prior level of functioning. Many say 
they are unable to stop using marijuana. A few proclaim loudly 
that marijuana has never affected them. While there Is no way to 
determine what these individuals might have become had they not 
used marijuana, I have been struck by their generally mediocre 
appearance and lack of enthusiasm. I am completely convinced 
that anyone will b^ harmed eventually if marijuana is used heavily 
for a prolonged period of time. I believe emotionally unstable and 
immature individuals are most vulnerable. 

Based on these varied observations, I believe chronic marijuana 
use affects judgment, motivation, perception, cognition, and affect. 
In addition, the substance causes an overall deterioration of per- 
sonality; it leads to an estrangement from the mainstream of life; 
it lowers performance in all areas; and it tends to lead to a social 
phenomenon in which users bond together into both loose or tightly 
bound subsocial groups. The effects on the user*s family life are 
usually disruptive and frequently devastating. 

In my opinion, the importation of and domestic production of 
marijuana in the United S.tates constitutes a national crisis. I 
understand a bill is being or will be presented to Congress that 
authorizes the Federal Government to use the Armed Forces to 
augment existing law enforcement agencies. 1 beUeve such an all- 
out effort is entirely justified and should be used until the use of 
marijuana lo stopped. Enormous harm is being done to millions of 
our fellow Americans, especially to the young, and therefore to 
our Nation. 



Discussion Highlights: Macdonald/Voth 



Smith: Are you saying that professionals who use drugs are 

not cognizant of the dangers of marijuana and other 
psychoactive drugs? 

Voth: No. It is a well-known phenomenon in psychoanalytic 

work that counter transfer ence won't let us see the 

real world, and it*s also the same thing here. People 
who have used the substance for whatever reason 
tend to downplay its ill effects, perhaps due to the 
drug or to the psychological need that the drug 
serves. 

Smith: Does the use of marijuana create a certain lifestyle 

or appearance? 

Voth:' Over time, there is an overall deterioration in per- 

sonal appearance and hygiene. 

Durell: It appears as if a fair amount of consensus developed 

this morning. We are participating in a good deal of 
discussion— even debate— but this is really about the 
limits, of the consensus and thus may be obscuring 
the area of agreement. First of all, most seem to 
agree that there is a marijuana dependency syndrome, 
i There is less agreement about whether this syndrome 

is specific to marijuana, or can be evidenced with 
• *■ the abuse of other drugs, and less agreement as to 

the degree that personality factors contribute to the 
syndrome. These are boundary questions that we 
cannot settle with the data on hand. We should not 
^ lose sight of the consistent clinical picture, including 
denial, distortion, paranoia, and alienation, that has 
/ been described as characterizing many of those adoles- 
' cents who gravitate toward heavy marijuana use. We 

don't know what percentage of regular users develop 
/ this syndrome. Experience suggests a significantly 

higher percentage than the 3 percent of subjects with 
1 amotivatioiial syndrome described by Dr. Halikas, 

I which appears to be a different subsample of the popu- 

I lation and represents a different syndrome than that 

described by the others. T.he observations reported 
by Dr. Milman appear particularly significant. What 
criteria did you use to separate your subsample from 
the entire samples of adolescent patients. Dr. Milman? 

Milman: This subsample, drawn from all of my adolescent 
/ patients between 1960 and 1980, was selected solely 

on the basis that they were .jsing marijuana. What 
/ distinguished this group from the rest of my adoles^ 

/ cent patients v;as tiie high Incidence of serious 

7 psychopathology, the high incidence of chronic 
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psychosis, and something that was alluded to by Drs. 
Macdonald and Voth, namely, the difficulty of treating 
these patients. While on drugs they were virtually 
untreatable, and If they remained on drugs, they 
remained chronic patients. If they discontinued drug 
use, then they became just ordinary, difficult adoles- 
cent patients. 

Durell: How large was the universe of patients from which 

they were se!ectedl_._3.e_co.ad, Wjetie^.thec€L_o.thac ^ 

patients who used marijuana, but didn't exhibit this * 
behavior pattern? Third, were there other patients 
in that group who showed similar characteristics but 
were not marijuana users? 

Milman: In that 20-year period I saw as new patients about 
222 individuals between the ages of 11 and 18. Thus, 
the drug users comprised .about 11 percent of .new 
adolescent patients. In answer to the^ question 
whether some users did not develop these behavioral 
and psychological characteristics, they all displayed 
the types of deviance we have been discussing, 
although there were Individual differences in degree 
or in predominance of one form of behavior or another. 
For example, some were more openly hostile and oppo- 
sitional, some more passive and reclusive. In regard 
to nonusers displaying these same characteristics, 
the answer is In the negative. Users differed from 
nonusers In many ways; their speech patterns were 
different, they were dysarthria,^ their flow of speech 
was Impaired and fragmented, their vocabulary was 
impoverished, and they had specific neurological 
changes In control and coordination. Also they vyere 
less accessible. The level of avoidance and denial 
was so high we couldn't reach them. In any meaningful 
way. A question I would like to raise was why some 
discontinued marijuana. I donU understand what 
leads to discontinuance, either spontaneously or In 
response to therapy. 

Lantner: With respect to Dr. Milman's question about why some 
teenagers stop marijuana use, I did some studies. 
Ten percent thought marijuana was harmful, and 
others stopped when they xhought marijuana had long- 
range consequences. Many stopped when they became 
aware of social burnout factors In their subgroup and 
dicjn't want tc become lil<e that. 

Fishman: There is no clinical evidence that the marijuana syn- 
drome Is an etiological factor vis a .vis the amotlva- 
tional syndrome. Dr. Halikas's study argues to the 

* Dysarthria Is distorted speech usually caused by disorders of the 
central nervous system and less often associated with disorders of 
the speech organs. 
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opposite. If only 3 percent manifest the amotivatlonal 
syndrome, the other 97 percent are evidence to the 
contrary. In other words. Dr. Hdllkas^s work Is evi- 
dence that there is no correlation between use and 
this syndrome. 

This Is a sample selection question. Marijuana users 
were chosen without regard to clinical contact or 
counseling. If, however, you start with people look- 
Jng.-for h(ilp.,_ you start with a different population. 
For instance," if you go to a jail and interview mari- 
juana users, your conclusions lead you to believe all 
people who Sfpoke marijuana are criminals. This is 
Invalid. We need to make clear the two different 
population sources. We need to set up objective 
stages so we can track youngsters as different popu- 
lations. It is important to see that this is not a 
homogeneous group because individuals start off from 
different levels of involvement. A young person who 
comes from a family with alcohol abuse Is more suscep- 
tible to substance abuse. The earlier the onset, the 
fuller the course of involvement. Genetic factors also 
contribute to substance abuse. The young person 
who takes a drink before 15 becomes a high risk In 
terms of having problems with alcohol abuse. 

I find the point that Dr. Fishman~ raised about etio- 
logical factors somewhat confusing. He appears to 
apply a simple linear cause-and-effect model to a prob- 
lem that is clearly more complex and requires consid- 
eration of the interaction of multiple determinants. 

It is difficult to communicate information about mari- 
juana that-is qualified by details about the effect of 
dosage level on harmful effects without appearing to 
be saying "It's okay to use marijuana as long as you 
don»t overdo it." LeVs not forget that most toxic 
substances are safe below a certain' dosage level. 
Marijuana isn't unique in that property. 

I know there are users who donU get into trouble 
because they don't use it that often. These Individ- 
uals have strong personalities and are mature, stable 
people. * 

That wasnU clear in your presentation. 

I'm sure there are young people who don't get Into 
trouble if they don't smoke too much marijuana. I 
don't claim there is a classic appearance syndrome, 
but there is, in my observation, a general deteriora- 
tion. Jhey don't look as sharp or act as sharp. 
The young person's psychological social effectiveness 
is impaired. We don^t need marijuana. 
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Dr. Durell, how do you perceive the problem? \ 
believe the best approach to youth is the truth. It 
concerns me when I hear others say you canU say 
something accurate ♦and objective because it might 
encourage young people to use marijuana. I approach 
marijuana dependency the same way I would approach 
adolescent alcoholism. I insist on abstinence when I 
treat any substance abuse. However, if a treataien't 
setting is clouded with misinformation, then it greatly 
Impairs one's effectiveness of treatm ent. M Isin forma- 
tion^Ls coming "from" promarijuana as well as"antimaTi^ " 
juana people. This seriously compromisec> classic 
approaches to marijuana dependency, because we have 
to break through denial. Everything we said about 
denial can be related to alcoholism. One has to break 
through ^denial with objective approaches. 

Speaking as a ..clinician engaged in one-to-one commu- 
nication with an individual or a small group of family 
members, I would agree with you entirely. Under 
those conditions, you have the advantage of observ- 
ing the person with w^hom you are communicating and 
obtaining feedback communication so that you can 
assess how the Information is being understood and 
add corrective communications. Communicating the 
"truth" through a medium that does qoi allow for 
feedback results in varying degrees of misunderstand- 
ing. It is more difficult to deliver a complex message 
under those cfrcumstances without Increasing the like- 
lihood of distortion. One has to be concerned with 
understanding how the communication is received. 
We cannot assume that a message more complete In 
its informational content would indeed comnunicate 
more accurately; quite the opposite might actually 
occur. 

What Dr. Smith is saying about truth troubles me. 
Psychoactive drugs, especially marijuana, impair 
young people's health. This includes maturation and 
development, both physical and emotional" I think 
as a preventive measure we need to stress this point. 
A large percentage of our schoolchildren and adults 
believe that marijuana is not harmful. 

This is not true. If you take recent surveys that 
have been done, a large percer^tage of young people 
do acknowledge that marijuana is harmful. 

Mm talking about younger children. 

Dr. Voth said that isolation for marijuana was the 
best treatment for marijuana use. How do you 
accomplish this? 
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You can't in this society. \ will talk about individ- 
uals and the-, individual versus society in general. » 
The problem i$^ with young people who come from 
unstable familie's and broken families, who haye great 
psychological vulnerability. They will get to anything 
that is obtainable, and this is marijuana-. The family 
should takfe responsibility for protectFng their children 
from marijuana. They can begin by telling 'them the 
facts, giving thdir children all the evidence they can 
provide. They should tell their chifdren to get off 
the stuff and mean It. Parental authdrity is a fact " 
of life. It can be used very lovingly. Young people 
need this and want it. I have seen terrible situations 
turn around when parents have said "enough is 
enough." It may .not work in all instances, but it 
will work in some. Vulnerable youngsters can't save 
themselves. This is - where parents come in. 
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Chapter 4 



Clinical Perspectives on the 
Toxicity of Marijuana: 1967-1981 



Dawfd E. Smith, M.D., and 
Richard B, Seymour, M.A. 



INTRODUCTION 

During the last 15 years wo have been studying the toxic effects 
of marijuana from both clinical and epidemiological perspectives, 
using the treatment services at Haight Ashbury Free Medical Clinic 
and the Physician Consultation services of our Haight Ashbury 
Training and Education Project as a research base. We have seen 
public concern over the chronic effects of marijuana, particularly 
in young people, grow substantially. Unfortunately, the public 
information environment ihat surrounds the already difficult analy- 
sis of chronic toxicity of any drug, including marijuana, has tended 
more toward the political and ideological and away from the scien- 
tific and clinicdl. This irrational public information environment 
has confused both the physician and the public as they attempt to 
make an objective assessment of marijuana's toxicity. Very often, 
antimarijuana individuals and groups, using subjective criteria, 
overstate the dangers of marijuana use, and conversely, it is oft^n 
the case even m the face of objective evidence demonstrating mari- 
juana's toxicity, that promarijuana individuals and groups will 
understate the problem. 

Our goal in this paper is to attempt clinical assessment of toxicity 
for the physician and client who are trying to assess and manage 
the acute and chronic toxic effects of marijuana in a therapeutic 
environment. This analysi:s emanates from clinical and epidemiolog- 
ical experience in the medical community and drug abuse treatment 
sqrvlCttS of the HaigTit Ashbury Free Medical Clinic, as well as 
associated physician, family,, and individual case consultation rela- 
tive to the toxic effects of marijuana. In the period 1967 through 
1981, the Haight Ashbury Free Medical Clinic has seen in excess 
of 500,000 client visits in its 6 sections (Smith and Luce 1971). 

Although we maintain a large drug treatment program, many Indi- 
viduals come for general medical problems. Drug histories are 
taken on this general medical population as well, and we have 
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found that in excess of 90 percent of the population of a mean 
age of approximately 21 years have used marijuana. These users 
range from single-dose experimenters to chronic daily users. We 
compared marijuana to the other psychoactive drugs with which 
we have similar clinical and epidemiological experience, ranging 
from alcohol to the stimulants, such as amphetamine and cocaine, 
to the sedaf^ves, such as barbiturates and benzodiazepines, to 
the opiates, such as heroin. We found that marijuana, as a recre- 
ational drug, has a relatively low abuse potential compared to these 
other drugs of abuse (Schick et al. 1968). 

Despite the fact that we have seen individuals use significant quan- 
tities of marijuana over long periods of time with minima! physical 
or psychological toxicity, there are two specific areas that have 
caused us growing concern over the years and that should receive 
greater clinical emphasis. In the assessment of marijuana toxicity 
relative to chronic physical damage, the daily heavy smoking of 
marijuana can, without question, produce a pulmonary Irritant 
effect that leads to chronic bronchitis (Smith 1968; Smith and Mehl 
1970). This is frequently seen in a clinical setting, although it 
is interesting that the dose response is quite variable, and some 
hoavy users do not seem to have this pulmonary irritant effect 
(Smith and Seymour 1979). With the daily heavy inhalation of 
marijuana smoke and its associated hydrocarbon residue, the log- 
ical extension of such clinical experience is that such individuals 
are at risk for chronic pulmonary disease such as emphysema and 
lung cancer, similar to the risk to daily heavy cigarette smokers. 
Epidemiological studies equating heavy marijuana use with such 
chronic pulmonary disease have not been done, but it is our Opin- 
ion that such a clinical correlation will evolve. The main question 
IS the time-dose relationship necessary to produce chronic pul- 
monary toxicity. 

Relative to the psychosocial toxicity of chronic marijuana use, we • 
have seen over this 15-year period 30 adolescents with a mean age 
of 16 who have developed psychological toxicity on marijuana with 
subsequent psychosocial dysfunction. This dysfunction manifests 
Itself primarily in school and family difficulties and a defiaita 
impairment in ability to learn. . In addition, we have observed an 
Impairment of motivation and on occasion a reduction \(^ sexual 
desire with concomitant erectile failure. When these 30 individuals 
stopped smoking marijuana and stayed in long-term counseling, 
the effects were reversed. Both clinician and clients identified 
the chronic use of marijuana as a pharmacological factor In this 
complex psychosocial dysfunction, similar to what one Would see 
in the early stages of chronic alcoholism in the adolescept where 
the impairment is reversible. It is important to note that while 
these clients did best in abstinence-oriented counseling fl^rograms 
initially, approximately 50 percent manifested an underlying depres- 
sion foliowing the cessation of the use of marijuana.^ "^^V^' 
appears that a significant number of the heavy chronic usOrs bad 
self-medicated their underlying depression with marijuana. With 
any drug pattern, even those in which one can isolate a pe^r pat- 
tern of n.ariju^na abuse separate from the usual pattern of poly- 
drug abuse seen in adolescents, it is important to analyze the 
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interrelationship of pharmacological, physical, psychological, and 
sociahcul.tural variables. This, of cou' se, is difficult in a clinical 

_seti.ing_jALhen„.ojae:Js_.aUempU^ tbe.jnarJjuana variabJe 

and ts relative corWibution in this pattern of dysfunction. It is 
also interesting to n^e that no significant abstinence syndrome 
was seen (consistent w^th psychological dependency) other than 
some anxiety and desire, to return to the use of marijuana, even 
after abrupt cessation. ' 

Adolescence is not the only age group in which one >sees an 
increasing incidence of the toxic effects of marijuana. We have 
seen a number of individuals over the age of 40 who, after a life- 
long rejection of marijuana and attempts to dissuade young people 
from using the drug, have made a decision to use marijuana — often 
with their adolescent children. Interestingly, the adults' reactions 
to the drug are completely different from the adolescents', even 
in the same environment. The young individual has a positive 
psychological set toward the use of marijuana and describes a mild 
positive effect. The adult who has a negative psychological set 
toward the drug may have an acute anxiety or even paranoid reac- 
tion. The importance of psychological set and setting in individuals 
who have spent most of their lives believing that marijuana is a 
"killer weed" and then, for a variety of psychosocial reasons, 
decide to experiment with the drug, must be kept in mind in the 
clinical analysis of adverse reactions. This is even more important 
now that marijuana is being used therapeutically for the treatment 
of the nausea and vomiting induced by cancer chemotherapy and 
for the treatment of glaucoma. We have heard investigators 
describe older individuals' having dysphoric reactions to marijuana 
when the drug is taken in a therapeutic setting, whereas many 
younger individuals m the same study did not have dysphoric reac- 
tions at the same dose. Some investigators have attributed all of 
this to the pharmacological effects of marijuana, deciding that such 
d/sphoric effects limit its therapeutic potential, thereby ignoring 
the potent effect of psychological set and setting in individuals 
that brings to the marijuana experience a negative attitude toward 
the drug. 

It is also vitally important for both physicians and clients to ana- 
ly2e the acute and chronic toxicity of marijuana free from the con- 
fusing mfurmation environment that surrounds the drug. Certainly, 
we ail hav- our opinions in this broad political, legal, and economic 
debate, but it is vitally imporl^nt if one is to best serve the client 
to screen out these influences, to mo e an objective clinical assess- 
ment and diagnosis of acute marijuana toxicity based on objective 
criteria, and then to implement an appropriate treatment plan. 
Toward this end we will summarize our clinical findings relative to 
the acuttf chronic toxicity of marijuana, based on our clinical and 
epidemiological work with thousands of marijuana users since 1967. 
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ACUTE AND CHRONIC TOXICITY OF MARIJUANA 



Toxtc reactions to marijuana may be considered as any effects that 
result in physical or psychological damage, that are subjectively 
experienced as unpleasant by the user, or that produce significant 
Interference with adequate social fudctioning (Smith and Mehl 1970; 
Smith 1968). In our clinical study, we have consistently excluded 
the relaxed euphoric effects described by users as "being high" 
or "being stoned." 

In 1970, Smith and Mehl reported that "actual physical damage 
resulting from marijuana use is as yet unproved," and that still 
holds true in 1980. We suspect that, because marijuana in the 
United States is usually smoked, increased susceptibility to respi- 
ratory disease could be a chronic effect, as with tobacco smoking ♦ 
However, during our research work in conjunction with the Center 
for Disease Control in Atlanta on the effects of paraquat, we did 
come in contact with long-term, heavy marijuana smokers who 
showed no evidence of such a proclivity. Death from marijuana 
overdose is still considered virtually impossible, although death 
by coma can be produced in animals by deliberate, massive over- 
dose. 

The unpleasant experiences that are induced by marijuana fall Into 
two general categories— acute and chronic toxicity. Acute toxic 
reactions are usually of rapid onset and take place during a mari- 
juana experience. These can include nausea, anxiety, paranoia, 
and disorientation. On the other hand, chronic toxic reactions 
are consequences that result from prolonged marijuana use. As 
chronic physical damage with marijuana has not been satisfactorily 
demonstrated, we are left with an impaW-ment of social function in 
the form of an amotivational syndrome, i.e., a generalized lack of 
desire to compete in work or face challenges* 



Acute Toxic Reactions 

A variety of minor symptoms of marijuana use, such as reddening 
of the eyes, dryness of the mouth, excessive hunger, and seda- 
tion should not be considered adverse reactions as defined above. 
Effects with a higher potential for acute toxic reactions are disori- 
entation, confused states, short-term memory loss, and a variety 
of perceptual moods and conceptual alterations. When these effects 
are desired by the marijuana user, they cannot be considered toxic 
-reactions However,, if they are interpreted as unpleasant, par- 
ticularly if they produce concern or fear, t ey constitute acute 
toxic reactions. 

Anxiety reactions and paranoid toxic psychoses may be so serious 
as to lead the user, or the user's friends and relatives, to seek 
professional help. This should not be confused, however, with 
situations in which parents seek help solely because their children 
are experimenting with marijuana. Neither rebellion with marijuana 
smoking as part of the symptomatology nor parental anxiety should 
be considered adverse marijuana reactions. 

6^* 
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I should be noted that toxic reactions to any psychoactive drug 
depend on the nature and strength of the drug used, the person- 
ality and mood of the user, and the context in which thje drug is 
used. Any instance of marijuana toxicity will involve atKthree 
factors, and proper diagnosis requires evaluation of all three vari- 
ables. Further, the toxicity of marijuana Is exacerbated when it 
IS taken in combination with other drugs. The added effects of 
marijuana and alcohol, for example, substantially Increase the 
danger of acute toxic reaction and overdose. 

Drug-related factors . The amount of active ingredient and the 
quantity smoked, together with the tolerance of the user, deter- 
mine the degree of intoxication. Acute adverse reactions are more 
likely when one is highly intoxicated than when only mildly high. 
This response, however, is modified by the user's tolerance level 
(Smith and Mehl 1970). 

Potency of marijuana is usually predicated on the percentage of 
delta-9-tetrahydrocannabinol that it contains. However, the Amer- 
ican Medical Association points out that it is uncertain whether 
delta-9-THC alone is responsible for marijuana's psychoactive 
effects. Biochemists have isolated and identified more than 400 . 
compounds from the plant resin, of which 61 are known cannabi- 
nolds, such as cannabidiol and tetrahydrocannabidiolic acid. 

Correspondingly complex is the issue of tolerance. Beginning 
users of marijuana generally require more marijuana than experi- 
enced users tn order to get high, which may represent the psy- 
chosocial effects of learning how to get high. Some degree of 
confirmation of this is seen in Increased incidence of placebo reac- 
tions in experienced users when compared to novices. 

On the other hand, experienced users seem either to get high on 
very little or to require large quantities to get any effect. Regu- 
lar heavy users who smoke more than 10 joints a day may be rare, 
but they do exist and maintain a mildly high state. Few marijuana 
users actually enjoy being a little high all the time. Most regular 
users prefer to limit their own use in order to enhance the quality 
of getting and being high. Some take periodic marijuana vacations 
ranging from days to months in order to be able to get high. 
Others never do indulge heavily but enjoy a "social puff" now and 
then. 

The actions of heavy users seem to indicate either the presence 
of a systemic tolerance or a long-term retention of marijuana'.s 
long-acting active metabolites in the body, especially when smoked 
in volume. We see a situation in which experienced users indicate 
that they get high more easily after a period of nonuse than dur- 
ing periods of regular daily use. This suggests that the degree 
of tolerance probably depends on the use patterns of the occasional 
user as compared to those of the heavy user. The novice has a 
moderate degree of tolerance that may be based on lack of recogni- 
tion of altered states of consciousness, or simply a lack of experi- 
ence at relaxing into being high. Whatever the cause, tolerance 
seems to decrease and the experienced occasional user has a much 
easier time getting high than does the novic^. 
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With the heavy user, the picture changes. Here, we see a "J" 
shaped progression with tolerance rising again for the heavy user, 
indicating t_hdt.a_yery heavy user can tol_ej:atejnojiejnadjuancL_than_. 
a novice or an occasional user without ill effect. Conclusive 
* research is needed on the action and retention of marijuana metabo- 
lites to determine the reasons for this high tolerance. 

The occasional user can usually avoid the most common toxic reac- 
tion by titrating the dose, since most adverse reactions are dose 
related. When smoked, marijuana dosage is relatively easy to 
titrate and the experienced user is motivated to do so, because 
wfcien--one has overindulged, the pleasant feelings that are valued 
by the user can rapidly give way to feelings of nausea, dizziness, 
and a very heavy "drugged" feeling In which every motion seems 
an extreme effort. This toxic reaction is analogous to an alcohol 
overdose, i.e., getting too drunk. The main difference seems to, , 
be that generally there is no hangover with marijuana. This type 
of toxic reaction rarely comes to the attention of most health pro- 
fessionals, since it is generally managed by the user without pro- 
fessional help. 

Psychological factors . The effect marijuana has on an individual 
depends to a large extent on personality structure^ expectations, 
attitude toward marijuana, and mood at the time of use. The great 
variability of thesa factors makes the effects of marijuana somewhat 
unpredictable. This unpredictability has been a factor in the 
reluctance in this country to accept marijuana as a medicinal agent. 
These same psychological factors—personality, set, mood— are 
largely responsible for the more serious acute toxic reactions. 

For example, marijuana can precipitate an acute psychotic reaction 
m a marginally adjusted or poorly organized personality. In such 
. cases, the psychosis is characteristic of the personality structure 
of the user, not of the drug. Tne drug intoxication merely trig- 
gers the psychosis. This can happen with a variety of drugs, 
including LSD and PCP. Even with better organized personalities, 
cannabis can precipitate severe, though less profoundly disorganiz- 
ing* psychological changes, particularly in the presence of threat- 
ening environmental stimuli. Intoxication may produce a keener 
awareness of existing stresses and may hinder the ability to main- 
tain structural defenses. In both cases, problems can occur for 
persons who are quite familiar with the drug but who are caught 
in a confluence of various psychosocial stresses, threatening 
stimuli, or a higher dose of marijuana than the individual is used 
to . 

Since marijuana use in the United States is illegal and most citizens 
hove been exposed to strong warnings about its dangers, novices 
often experiment with marijuana in an emotionally charged situation. 
Although this has decreased to some extent through a general 
lightening of penalties for marijuana use in the 1970s, it can be 
the act of usinn the drug itself that creates a stressful situation. 
Inexperienced users may fear discovery and arrest with consequent 
loss of respect, loss of job, strained family relations, and possible 
incarceration- They may harbor secret fears that marijuana will 
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produce physical damage, v/ill make them lose control and do 
things they don't want to do, or will cause insanity. Such a 
^traag_afigativje_ *>tit_loward marihuana can, of itself, produce suf- 
ficient stress to create a panic state when the influence of the 
drug Is felt. The altered mental state produced by the drug 
seems only to confirm the fears, and a full-blo^n anxiety reaction 
develops. 

Even if a strong negative set is not present, the unexpected 
nature of marijuana and the fear of altered reality can be unset- 
tling. Anxiety may result simply from a misunderstanding of the 
physical symptoms of marijuana intoxication. We have seen cases 
In which the mild tachycardia common with the early stages of 
marijuana intoxication was interpreted under increased sensory 
awareness as "about to have a heart attack," with a subsequent 
anxiety state. More commonly, the altered state of consciousness 
can be cause for alarm. The altered time sense may give a feeling 
of disorientation, and an increased awareness of proprioceptive 
sensations may make breathing or talking seem to require a great 
deal of effort. All this may produce a sense of loss of control 
over one's bod/ or mind that can create great anxiety. 

Smith and Mehl (1970) reported that "Recently fully half of the 
acute toxic reactions we have seen at the Haight Ashbury Clinic 
have been novice anxiety reactions, and a majority of them have 
involved 'straight' people over 25 years of age. We can expect 
such anxiety reactions whenever people with rigid personality 
structures committed to the current dominant value system experi- 
ment with illegal psychoactive drugs." They predicted, "As more 
young professionals, businessmen, and middle class parents (at 
the urging of their children) experiment with marijuana, we can 
expect an increase of these acute toxic reactions." 

Fortunately, that prediction, though well founded, proved less 
than accurate. "The overall decline in clinical cases of acute 
toxicity . . . can probably be attributed to the general encultura- 
tlon of marijuana use in the United States. This enculturation 
over the past decade seems to have crossed many barriers of age, 
occupation, and lifestyle, and combines social acceptance and a 
widespread understanding of marijuana's effects. Croup reassur- 
ance as to the harmlessness of marijuana is undoubtedly therapeutic 
in preventing anxiety reactions as well" (Smith and Seymour 1980). 

Several years ago, however, a new, negative psychological factor 
developed as a result of the conviction at Federal and international 
enforcement levels that extraordinary measures were needed to 
stem the rapid enculturation of marijuana use in the United States. 
These measures Included sponsorship of the spraying of the herbi- 
cide paraquat on Mexican marijuana fields. On March 12, 1978, 
Joseph A. Califano, Jr., then Secretary of Health, Education, and 
Welfare, issued a warning that marijuana contaminated by the 
herbicide paraquat might be finding its way into the 'Jnited States 
from Mexico. The Secretary warned that heavy use of contami- 
nated marijuana could result in permanent lung damage. Secretary 
Califano based his statements on studies made by the National 
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Institute on Drug Abuse at the request of the White House Office 
on Drug Abuse Pulic/ (National Institute on Drug Abuse 1978). 

The authors had the privilege in the following months of working 
with the Center for Disease Control (CDC) in Atlanta on a clinical 
investigation of the effects of paraquat-spra/ed marijuana (Smith 
and Seymour" 1979; Smith et al. 1978a; Smith et al, 1978b). Shortly 
after Califano's statement, we began seeing patients at the Haight 
Ashbury Free Medical Clinic, and over a period of months 50 indi- 
viduals appeared at the clinic presenting a variety of symptoms 
that could have indicated paraquat toxicity. Unfortunately, the . 
most prevalent indicator was a positive analysis of paraquat in 
their marijuana samples by PharmChem Laboratories. When Pharm- 
Chem's results were discredited by CDC as false positives, the 
clinic's paraquat-related patient load dropped dramatically toward 
zero. We may never know whethe'r the paraquat scare was an 
experiment in terror propaganda or a genuine national health prob- 
lem. We can only hope that it is never repeated. 

Ironically, the paraquat scare was a major factor in the still- 
expanding market for .iomestic marijuana. "Home grown" was easy 
to recognise and was by definition most likely to be free of para- 
quat contamuiation . 

Social fjctortv. The effects one experiences with marijuana intoxi- 
cation are greatly influenced by the setting— the immediate envi- 
ronment in which the drug is used'. Young couples smoking grass 
together are likely to experience increased erotic feelings, while a 
student listening to classical music will probably describe the 
experience as aesthetic. In many circles, marijuana is used at 
parties a$ a social lubricant to relax inhibitions, reduce tension, 
and promote feelings of social warmth." Marijuana users are par- 
ticularly susceptible to the influence of. the people with them while 
they are intoxicated. If companions are seen as threatening or 
disliked, a toxic reaction may result (Smith and Mehl 1970). Con- 
versely,' loving and knowledgeable companions can usually help 
diffuse 'a potentially toxic situation. 

Spontaneous recurrences . Usually referred to as "flashbacks," 
spontaneous recurrences occur in a drug-free state. As such, 
they are not really acute toxic reactions and should be considered 
as toxic reactions only if they produce anxiety or impair function. 
These recurrences are often reported as pleasurable (Brown and 
Stickgold 1976; Keeler et al. 1968). 

The recurrences should not be confused with enhancement of per- 
' ceptual awareness resulting from marijuana use Jr with a "contact 
high." The latter is the result of social suggestion and is related 
to the great susceptibility of the marijuana user to environmental 
Influences (Jones and Stone 1969). 
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Chronic Marijuana Toxicity 



Toxic reactions from the cumulative effects of chronic marijuana 
use are poorly defined. The brain damage resulting from chronic 
alcoholism, for example, is related to the associated malnutrition. 
Such effects do not result from chronic marijuana use in this 
Country, since marijuana acts as an appetite stimulant and the 
chronic user continues to eat well. Chronic brain damage studies 
associated with marijuana use have not been convincing and clinical 
work has found no irreversible brain damage. 

Reports from Ind'a (Chopra and Chopra 1957) indicate that chronic 
heavy use of charas (a potent cannabis preparation equivalent to 
hashish) may produce increased susceptibility to respiratory and 
digestive ailments and a kind of social indifference, but that regu- 
lar use of , bhang (a preparation comparable to most of the mari- 
juana used in the United States) poses no significant social problem. 

Much has been said recently about the high potency of new strains 
of marijuana by those who seem to have fallen victim to the over- 
blown advertising claims of marijuana growers and salespersons. 
According to the clinic's most discerning street information sources, 
the marijuana from Hawaii and the California uplands is, indeed, 
"good weed," though not worth the highly inflated prices being 
paid for it. However, the high is reported to be of short duration 
when compared to that of more traditional strains of marijuana and, 
on the whole, is comparable to the "good weed" of 10 years ago. 
Further, marijuana intoxication is subject to a point of diminishing 
returns wherein there is little difference between the high pro- 
duced by 1 joint or 10. 

It is true that heavy daily use in certain young people seems 
linked to an "amotivational syndrome" characterized by a decreased 
desire to work, compete, or face the challenges usually associated 
with growth and maturation. This can also manifest itself in a 
learning disability. We view the compulsive and chronic use of 
marijuana, like chronic alcohol use, especially by the very young, 
to be counterproductive and unhealthy, both to the culture and 
to the individual (Smith and Seymour 1980). However, such impair- 
ment occurs only fn a very small and susceptible segment of adoles- 
cent marijuana users. It should be noted, however, that such 
effects depend on the social environment and personality of the 
user and are not Inevitable results of chronic marijuana use. The 
claim that amotivational syndrome is a sign of brain damage is not 
supported by large-scale clinical and epidemiological study. Most 
chronic users do not seem to develop impairment. Respondents in 
our paraquat study with heavy daily marijuana use were "by and 
large professional, white collar and skilled blue collar workers 
. . . productive and responsible citizens" (Smith and Seymour 



Daily heav/ inhalation of marijuana smoke, like inhalation of tobacco 
smoke, can produce bronchial irritation and may lead to long-term 
pulmonary damage. These chronic effects have not been verified, 
nor have exaggerated claims that small quantities of marijuana are 
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20 times more carcinogenic than tobacco cigarettes. Curiously, 
evidence of paraquat-induced lung damage has Been serially rejected 
by the same regulatory and enforcement agencies that have been 
qulcl< to embrace the theory that marijuana itself can cause perma- 
nent respiratory or cerebral damage, even though [t may be based 
on ephemeral and sel£-contradictory data. It does appear, how- 
ever, that when parkquat-contamlnated marijuana is smoked, the 
burning destroys Urn paraquat and greatly reduces the pulmonary 
risk associated w«n this toxic herbicide. 



CLINICAL AND RECREATIONAL USE OF MARIJUANA . 

The clinical uses of cannabis have begun to be recognized and 
applied. A succession of States is approving the use of marijuana's 
active principal, tetrahydrocannabinol, for several clinical indica- 
•tions, including the treatment of glaucoma and the control of nausea 
and vomiting in cancer chemotherapy. These therapeutic break- 
throughs are establishing the role of cannabis as a valuable treat- 
ment agent with certain difficult medical problems. 

) 

As with any therapeutic agent, the side effects of marijuana as a 
medication need to be studied and reliable Information transmitted 
to both client and physician. It Is hoped that an objective and 
rational analysis with reliable consumer information will occur when 
marijuana is perceived as a medicinal agent rather than solely as 
a social-recreational drug of abuse. 

On the clinical side of drug abuse, we are naturally focused upon 
abuse and find ourselves coming into contact only with drug abus- 
ers who are having clinical problems with their abuse. During 
the paraquat study (Smith and Seymour 1979), we had a rare 
opportunity to gather information from .a population that had used 
marijuana for a variety of recreational and ideational purposes but 
had never faced a clinical crisis with it. Further, this population, 
which was neither the streetwise drug abuser nor the more recently 
identified middle class polydrug abuser, represented a cross sec- 
tion of basically normal, healthy people who had smoked a lot of ^ 
marijuana. 

The average age was 28. i*. Many of the respondents were in their 
thirties. Ninety-five percent were white; 75 percent, male; 70 
percent, living in San Francisco. Occupations cited Included white 
^collar worker, mechanic, marijuana sales, nurse, librarian, projec- 
tionist and stagehand, teacher, machinist, office worker, designer, 
editor, arts administrator, letter carrier. Obviously, these demo- 
graphics do not fit any of the usual stereotypes of heavy marijuana 
smokers. Half of those who had ever smoked tobacco had stopped 
In the last ^ years. The majority almost never used such drugs^. 
as sleeping pills, tranquilizers, pain pills, cocaine, PCP, or psy- 
chedelics. All smoked marijuana, and 70 percent had been smoking 
it for more than 5 years. Thirty-five percent smoked one to six 
times per week, while 55 percent smoked one to three times a day. 
Most of the patients referred to San Francisco General Hospital 



for^puJrnoQary .workups were. found ta.have no permanent lung 
damage, and the few that demonstrated respiratory abnormalities 
had other potentially causative factors, including heavy tobacco 
cigarette smoking (Smith'and Seymour 1979). 

A similar sample may have surfaced on April 26, 1981 , when the 
National Organization for the Reform of Marijuana Laws (NORML) 
hosted a 10 kilometer run in San Francisco's Golden Gate Park. 
The 311 runners, who ranged in age from under 17 to over 50, 
completed the race m an average of 48 minutes. Winning times 
were 31:12.2 and 40^16.3 for males and females, respectively. We 
cannot statg that all the participants were what would be considered 
chronic marijuana smokers, but the results of the race indicated 
that many marijuana users possess a high level of pulmonary func- 
tion. 



CONCLUSION 

"The overall issues surrounding marijuana toxicity are emotionally 
charged and fraught with contradictions. At the same time th^t 
enculturation of marijuana use is spreading across population bar- 
riers and becoming fashionable in a wide variety of circles, public 
officials and health professionals seem to, be finding it politically 
expedient to take a hard line against its use. One unfortunate 
re«ictio,n to this surge toward abolition is an evident downgrading 
of the dangers our young face from alcohol and tobacco, two drugs 
whose physical dangers have been demonstrated beyond a doubt. 
What we are seeing is a condoned resurgence of these drugs of 
high abuse potential by the dominant culture, while the postulated €^ 
dangers of marijuana are magnified in the public eye. For example, 
m recent national meetings on marijuana, une drug expert indicated 
that marijuana is the number one public health problem among 
youths, while another drug expert stated that he would rather 
see youths use short-acting drugs like alcohol and tobacco than 
ktianjuana. All scientific indicators demonstrate that alcohol pro- 
duces far more damage and public health risk In adolescents than 
does marijuana, and the statements described above are based not 
on scientific evidence but rather appeal to public stereotype and 
current political ideology that overstates the dangers of marijuana 
and underreactb to the problem of alcohol. There are. as we have 
seen, clinically demonstrated instances of acute and chronic toxic 
dangers involving the use of marijuana. However, these dangers 
and other postulated effects must be viewed in perspective relative 
to other drug abuse problems in our society, including legally 
sanctioned drugs such as alcohol and tobacco. 
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-A f<iiiiily Approach to Marijiranra Use 

H. Charles Fishman, M.D* 



We have been asked to address whether there is clinical evidence 
that marijuana compounds a problem of maladjustment by reinfprcing 
rebellious, negativistic , and poorly motivated social adaptation, 
and furthermore, whether ^marijuana use leads to developmental 
changes or psychological aberrations, including behavioral prob- , 
lems. 

Underlying these ques^tions is, to my thinking, an unfounded opti- 
mism that we as clinicians can discriminate between factors, 
Instcjd, in attempting to address these issues, I found myself 
repeatedly pondering the chicken and the egg. Do the psycholog- 
ical problems that lead to marijuana use tend to exacerbate as part 
of their own natural history and hence lead to increased use? Or 
does the marijuana compound the social and psychological problems, 
thereby leading to more marijuana use? The answers to these 
questions are best left to the researcher. We clinicians must deal 
^ \yith the problem as it presents in context— as an often escalating 
confluence of fackors. 



But there is another'aspect of the optimism underlying these ques- 
tions that I- find unrealistic and impractical. Not only is it impos- 
sible to factor out marijuana as a variable in a clinical presenta- 
tion, it is not practical to imply that even if marijuana could be - 
isolated as a noxious element, it could be controlled or eliminated 
in our communities. / 



Efforts at control ranging from the halfhearted to the quite sys- 
tematic 'and vigorous for almd^st a generation have failed to stem 
the increasingly popular acceptance of the substance. It 3s Imprac- 
tical at this point to hope that there can be any effective control 
of marijuana given current beliefs and mores. 

Instead, we might look at marijuana as a pervasive noxious agent 
in our communities to which teens and young adults are particularly 
vulnerable as hosts. We then need to ask a different question— 
What is the best way to strengthen the host so that the harmful 
effects of the noxiotis agent will be minimized? 

We are then faced with a therapeutic issue — determining an effec- 
tive way to Intervene to strengthen the host and thereby ameli- 
orate the substance abuse. It is my experience, based op a 
research project conducted over a 3-year, period from 1977 to 

*this project, titled "Adolescent Substance Use in Three Family 
Contexts," by Btrnice Rosman and H. Charles Fishman, was 
fljnded by the National Institute on Drug Abuse (Grant No* 
5R01DA01629). 



73 




ERLC 



^. 316-321 0-82-6 



ihat onc*-^ffeetive^-way-to- conceptualize- the issue and treat teens ^ 
who use marijuana is via a family approach. I shall report briefly 
on this approach as It evolved during this project. 

Since marijuana use is such a diverse phenomenon, before proceed- 
ing further, I shall define the pattern of use I am addressing here. 
Kandel, in a series of studies, found that adolescent drug abuse 
foHows'three specific configurations (Kandel et al. 1976).. The 
first is the use of legal dru^s and is primarily a social phenome- 
non. The second is lied to the normal, albeit often wreQChing, 
process of growing up, which frequently involves experiment- 
ing with new ^^haviors. In this case, the use is part, of the 
process of development of autonopiy ^and differentiation from the 
adolescent's parents and involve^ strengthened extrafamilial ties, 
rebellion, and increased* self-as^rtion. Taken in context, mari- • 
ju^na use represents, part of thfe configuration of separation aqd 
differerUiation from one's parents both in terms of mores as- well 
as the physical act of leaving home. There is considerable con- 
troversy about how serious a problem this type of use represents: 
Stanton (1979) states that ^with.thls constellation the problem may 
tn; more one of parental fear than actual danger. This is not to 
dehy the harmful effects so much as to question how effectively r 
we could prevent young people from doing a few 'stupid things • 
whether they are drug related or not.. Drugs are presently more 
a part of the process now than they have been in the past, but. 
If there were no drugs, other things would probt\bly take thetr 
place." 

The third pattern of drug use revolves around the process of using 
drugs regularly and compulsively. I deal here with. youngsters ^ 
who fit into this third pattern of abuse. There *are youngsters 
who have high levels of personal dissatisfaction and depression as 
wfell as strong feelings of alienation from parents. The users whc 
go on to other drugs come f^'om this group. Kandel et al. (1976, 
p. U^S) stat^ that "Whiie urug use by peers is the most important 
'factor for initiation into marijuana use, progression to other, more 
serious drugs depends increasingly on Intrapersonal factors and 
not as. strongly on values and activities characterizing the peer 
group." 

There is no doubt-much agreement that teenagers who fall into 
this third group have numerous difficulties. From my point df ^ 
- view these difficulties -are not distirtct from* but Instead are con- 
tinuous with, problems in the youngster»s family. There 1$^ con- 
siderable literature^ that supports this prehnise. 

iq A roview_Q f the" literature, McGlothlln (1975) concluded that 
'^Tjsers are moTe likely to come from broken homes of above-average 
social economic status, and to describe their parental relationships 
as poor. They are more likely to h^ve^ fathers who use alcohol 
and tobacco and mothers who use tranquilizers. Prendergast 
(1974) using data from high school students, four^d marijuana 
use occurring more frequently in families in which the father *was 
well educate! and ^u§ed prescription drugs.. In these families, 
there was mild disapproval of the use of marijuana, and the child 



tended to perceive the mother as exerting relatively lax control. 
Hunt (197^1; d(»'>cribed, a correlation between the extent of drug 
use and the ornuunt of parental control. He found an inverse 
relationsh.p between restrictive parent-child relationships anc' -he 
amount of marijuana use. Steit et al. (1974) confirmed this with 
the finding that marijuana users described their parents as grant- 
ing more autonomy than did nonusers. 

Marijuana use is a problem that frequently follows a habitual pat- 
tern within the. family. Smart and Fejer (1972) reported t lat there 
tended to be a correlation between the amount of marijuana used 
by high schoolers and the rate of tranquilizer, stimulant, and bar- 
biturate use by the parents, although there did not appear to be 
a pattern of parental use distinctly applicable to marijuana users. 
Similarly, Kandel (1973, 1974, 1975) has found that marijuana use 
by peers is a be.tter predictor than drug use by parents. There 
appears to be an additive factor since all of those with the highest 
use were reported by subjects whose best friends and parents were 
drug users. 

Similarly, Baumrind, Blum, and the Jessors (quoted in Brook et 
al. 1978) have found that a common thread in resisting drug abuse 
is the traditional family structure, which serves to Insulate ^he 
adolescent from drug- use. They found that the greater the 
degree of maternal and familial control, the less likely it is that 
the adolescent will use drugs. According to Blum, drug-free fam- 
ilies place a high premium on achieving and have high expectations 
for their children. The parents in drug-free families engage in a 
number of shared activities with their offspring. In short, these 
author:> have described well-functioning families, in the sense that 
there is a great deal of focus on the children as well as a tendency 
to rpainiain a close family un't. The more active, demanding, and 
involved parent who presents a model of strength and who monitors 
a child's interactions and familial and peer activities lends to have 
a child who is less involved with drugs, especially marijuana. 
Brook et al, (1 978) reported tha^ more assertive mothers have a 
lesser number of drug-using children. A corollary study by Brook 
et al. (1981) shows the importance of the father-and-son relation- 
ship in relation 'to decreased marijuana use. In general, the find- 
ings demonstrate the importance of an affectionate father/son 
relationship, with closeness being negatively associated with mari- 
juana use. 

Functional family structure appears to strengthen the resistance 
of the teenager to marijuana use. There are certain ^'rlnciples we 
utilize to enhance family functioning. These tenets, which repre- 
sent clinical observations and theoretical assumjitions, proved valid 
in a sdU.ple of chronic marijuana users, ages 11 to 17, and their 
families*, who were treated as part of the research project noted 
above. 

A major theoretical assumption derived from systems theory Is the 
concept of circular causation. Rather than viewing marijuana as 
the Ciuse of a certain behavior, or the family or the youngster as 
the primary cause, alt these factors are seen as mutually reinforcing. 
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A does not cause B; instead, A and B form a self-recursive 
system — each one cumpicmentdry to the other. The chicken and 
the egg become two ptirtb of the same thing, each an essential 
precursor of the other. This conceptualization is based on the 
notion that clinicians must be concerned about factors that main- 
tain problems. 

From thib vantage point, the question of etiology is eschewed. 
Instead, one is interested in the complementary patterns of inter- 
action between the youngbter and the context that maintain the 
problem of marijuana use. Our clinical interest is in not what 
caused th^ problem but, instead, what maintains the problem. 

In our sample, marijuana use reached moderate to severe levels 
and hence became a symptom at a point of development;^! crisis for 
the family. Often the "passage" was the youngster jnter'r.g ado- 
lescence, but not always. At other times, it was a fatner snrer,- 
ing into a midlife crisis, the youngest child entering school, or 
the death of a parent. Frequently, the family was facing a 
number of such passages .simultaneously. 

With a model of circiilar causation, even the developmental event 
does not occur in a vacuum but is influenced by numerous comple- 
mentary changes. The child enters adolescence, wants to be more 
autonomous and peer related, and spends more time away from 
home. Mother, with whom the child was very close, becomes 
despondent and withdrawn. Father, noting a change in his wife's 
availability, begins to fear that he is losing his viriiity since his 
^0^h birthday is coming up. All of these interconnected events 
lead to a disruf!>tion of the family homeostasis. Patterns that had 
' worked satisfactorily in the past are no longer adequate. The 
family t*- in crisis— rules that had previously functioned adequately 
no tonyer hold. 

At this point, the youngster develops a symptom--heavy marijuana 
use. The parents, who are very concerned, focus their attention 
on the teenager and the pot smoking. The previous structure, in 
which the child needed a lot of attention from the parents, is 
reestablished. The parents then, instead of evolving new patterns 
appropriate to the family's new stage, focus on the child— much 
as they did wh^n he or she was younger. In this way, the young- 
ster's problem .maintains the family homeostasis while impeding the 
evolution of fatiiily structures. 

The teenager's^ use provides a paradoxical resolution of develop- 
mental needs. He or she can have the autonomy, albeit pseudo, 
provided by the drug abuse and at the same time, can stay very 
much involved with the parents. In this sense, it is a pseudoresc- 
lution since the youngster is neither successfully separating from 
the family nor differentiating in a way that will allow for competent 
autonomy. 

The drug abuse and the family dysf mction are mutually reinforcing. 
That IS, there is a circular pattern— the youngster a* jses drugs 
and stabilizes the family homeostasis. At the same time, the need 
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of the far.ul/ for the stabilizing effect of the symptom continues to 
maintain the youngster's abuse of drugs. 

If one looks closely at family interactional patterns, such as via 
videotapes, one sees the subtle wa/s in which the family supports 
the youngster in the abuse. Onf* parent may well s'de with the 
youngster against the other. Or parents may have shifting coali- 
tions in which one, and then the other, supports the child. In 
this way, the problem is maintained. At the same time, the prob- 
lem tends to maintain the d/sfunctional family structure, as for 
example when one parcjit is allied with the child against the other 
parent. 

Given this model of marijuana usage, we need to look at a larger 
unit^-the teen plus the significant social context, especially the 
family — in order to address the question of how to strengthen the 
host. With a model of circular causation, the youngster is vulner- 
able to marijuana when i^3 or she and the family system are having 
trouble traversing their current developmental stages. 

The symptom of marijuana use cannot be seen In isolation. Instead, 
we ds clinicians would do well to view the abuse in the context In 
which it uccurs- the family — and intervene to ameliorate the diffi- 
culties of a system in trouble. We need to broaden our therapeutic 
lens to see the child and the family as the patient. Then the mari- 
juana, ev/er available in our culture as a potential nox'ous agent, 
will be rendered innocuous. 

It IS my premise that if we, as professionals, focus on the mari- 
juana and nut the interpersonal difficulties that maintain it . s a 
sei^ious problem, then we are falling Into the trap of seeing the 
symptom and ignoring the family dysfunction that accompanies it. 
If we emphasize marijuana, a presence in our society thai we can- 
not rcoI;sticd!Iy uopc tu cunuuJ, then we are ignoring and thereby 
perpetuating family oroblems, which we could hope to do something 
about. 

Let us not squander our precious resources fighting an already 
lost battle. Instead, we need to pragmatically direct our energies 
to providing therapeutic input and support to the young person 
and his or her family, thereby increasing the resistance of vulner- 
able young people to the noxious influence of marijuana. 
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Discussion Hignlights: 
Smi'.h and Seymour/Fishman 



Macdonald: I agree with all of the things that Dr. Fishman sug- 
gested, but to think that we should not attack the 
supply problem is <> mistake. 
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Fishman; I don't think it is practical to use our limited 
resources to fight a battle 'that is already lost. 
^ Youngsters can grow marijuana on their window sills. 
I don't think, practically speaking, that we can make 
a dent in tfie supply cycle. 

Voth: I 'am troubled by Dr. Smith's statement that ac.ute 

toxic reaction, disorientation, confused states, short- 
term memory loss, and a variety of perceptual moods 
and conceptual alterations cannot be considered toxic 
reactions if these effects are desired by the user of 
marijuana. 

r.nith: Individuals use marjuana at rock concerts and find , 

the alteration pleasant. Another user in another 
psychosocial setting may find the same pharmacological 
effects unpleasanv. I think that what one individual 
finds unpleasant and therefore toxic, another may 
self-define as pleasant. The self-definition of unpleas- 
ant experiences brings individuals into treatment set- 
tings. For example, the use of marijuana elevates 
pulse rate. Some individuals who have this physiolog- 
ical effect ha v^ come to accept it. HoWever, others 
experience cardiac anxiety and come in with the self- 
perception that they are having a heart attack. The 
physiological response of the elevation of pulse rate 
is the same; tht user's perception of it is quite dif- 
ferent. The drug elevates pulse rate in all the indi- 
viduals who arfe taking it. It may even elevate it to 
precisely the same level. One group just accepts 
the fact that marijuana elevates pulse rate. Another 
group of users become very anxious and think they 
are having heart attacks, and come into the treatment 
prograiii. The physiological response is the same— it 
is the psychological set and social setting that vary. 

Halikas: I would like to address both Dr. Smith's and Dr. 

Fishman's papers. They giVe us the notion that not 
all marijuana users have problems. There are grades 
of problems and different types of probl em! . An 
approach to the marijuana user should be based on 
the alcohol model approach of abstinence information 
and clarification about what the user is doing. Fami- 
lies perpetuate drinking problems. Families also pei — 
petuate ill meftibers of the fariily,Jn this case the 
adolescent. Dr. Fishman has given clinicians some 
clues as to how to look at each family in motion. 

Milman: I would like to return to Dr. Durell'*: point about 

developing a consensus, if possible. ! wonder if each 
of us could comment on prevention. You are dealing 
with treatment. Dr. Fishman, and I certainly agree 
with the Concept of c disturbed family system, a con- 
cept that offers an approach to treatment that may - 
be more useful than individual therapy in certain 
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Smith . 



Fishman: 



Ourell, 



instances. ■ agree with Dr. Smith that we want to 
mfornn <ind oducate, Bu ^^n't we need also to 
become concerned with prevention' And if so, when 
and how? 

I would like to react based on Dr. Fishman's presen- 
tation because I hope that's what our bottom line is: 
the health of /oung people and providing objective 
criteria to those working with the problem. I felt 
Dr. Fishman's paper was 2xcellent. I have seen a 
family situation in which a single episode of marijuana 
use with no physical or psychological toxicity associ- 
ated with it has produced a major destructive inter- 
action within the family. But that family's overreaction , 
in part based on inaccurate information, has produced 
destructive interaction between child and parents that 
is far more damaging than the use of the drug. No 
communication could occur in that setting. I have 
seen other family situations in which a single episode 
has occurred and the family has been open to commu- 
nication and family therapy. The difference in family 
response to the single episode was' the difference in 
whether they entered into an effective prevention 
technique; the first family's inappropriate reaction to 
a single episode was severely disruptive to parent- 
child communication and totally eliminated any possibil- 
ity, in my opinion, ot effective prevention. Their 
reaction was based m part on inaccurate inform-'^tion 
about the significance of a single episode of marijuana 
use. 

To leiterate, the position I am advocating is that 
both the t/eatment and the prevention of marijuana 
use should be based on the concept that the patient 
is not only the child, but the family, and that there 
are certain facets of a youngster's personality that 
make him or her more or less vulnerable to use of 
marijuana. Those facets are called forth or recede 
depending on the dynamics of the family. 

I think Dr. Fishman's paper presents a concept of 
causality exceeoingly useful for planning interven- 
tions with such families, I was t-^oubled, however, 
by what seemed to be an unpecessary reduction of 
certain issues to the category of "either A or B," 
For example, 1 see no need to reduce the emphasis 
on supply-side issues. Similarly, I see no need to 
minimize focus on the effects of the drug itself. We 
can emphasize the importance of those issues, as well 
as the importance of the family system's maintenance 
of drug use, when that appears appropriate. In 
treating alcoholics, for example, it is very important 
to focus on the substance use itself. The clinician 
certainly recognizes and deals with the fact that there 
are family initiating and sustaining issues. But, as 
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Dr. Smith said, many families may simply be handled 
with an educational approach that focuses primarily 
on the drug and the importance of achieving absti- 
nence. When the effects of the drug are no longer 
distorting the psyche of the patient, the family is 
able to alter its interaction patterns without any 
sophisticated family therapeutic interventions. 

I would agree completely, and as a family therapist 
I would see the family intervention that you have just 
described as being important. Frequently it's suffi- 
cient. 

The family can more realistically control supply than 
can the government. The welfare of their child is, 
after all, the family's responsibility. 

I wanted to ask Dr. Smith what he thought of my 
earlier statement that 3 percent is probably an under- 
estimate of the percentage of adolescent users who 
get into marijuana dependence. 

I can live with the way you formulated that statement. 
I believe that the susceptible population of heavy 
marijuana users p/obably runs parallel with the sus- 
ceptible population of alcohol abusers. As long as 
you say "probably" in formulating your statements. 



My concern is the absolute statements being made 
outside this room. There are no data to support 
them, but they sound very authoritative. 

I share that belief. I think the questions about infor- 
mation that you raised are exceedingly important. 
Speaking as a clinician dealing with patients in your 
office, you might wish that the information to which 
people are exposed were more extensive and more 
qualified. 

Indeed, from the point of view of a clinician, you 
are probably correct in believing that you could work 
more effectively with your patients if the information 
to which the/ are exposed ware more precise. But 
the fact of the matter is that the vast majority of 
people who consider using marijuana wMI not have " 
the opportunity to discuss it with a clinician. We, 
therefore, must consider how informational rraterials 
are understood by that portion of the population that 
doesn't have the advantage of'being able to discuss - 
the information with an informed clinician. When 
informational materials are prepared, one has to be 
concerned with the question of the context in which 
the materials are to be used. I don't disagree with 
what you have said. Dr. Smith, from a clinician's 
perspective. I do think we must be careful In 
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generalizing from that viewpoint to what kinds of 
tnforrmitional materials would best serve the majority. 



Macdonald: There are a lot of gray areas involved m this issue. 

Take the example Dr. Smith gave of the child whose 
parents resorted to radical treatment on the basis of 
one joint. One thing that needs 'to be answered is 
that If you come down on the young person too 
strongly^ will that youngster rebel and smoke mari- 
juana for that reason? I guess that happens to some 
youngsters. But take the child who gets an order 
from a parent not to smoke joints in the house, 
smokes anyway, and is then out into treatment. That 
tells you a lot about that family. In that instance, 
the family had a lot of troubles that predisposed the 
one-joint episode. That child and that family are 
already in trouble anyWay. 1 don't se^ that as a 
reason for us as physicians, clinicians, and parents 
to say that marijuana is a bad drug and youngsters 
should not use it. 

Niven: 1 don't agree with Dr. Macdonald that the family Dr. 

Smith talked about is "already in trouble anyway." 
In my experience, many sensitive and concerned par- 
ents get very alarmed about their children's drug 
use. In large part because the information that they 
are reading in the press Is "alarmist. For example, 
clinically 1 deal more with the unwarranted anxie^v 
of parents about PCP use than I do with youngsters 
who are having problems as the result of their PCP 
use. 

I also fee! that the distortion of information that i? 
taking place cannot be readily dismissed, either by 
saying we just can't worry about it, or by stating 
that we have to focus on supply issues. Over the 
years, people have killed to stop the supply of dru^s 
(with little if any success), and in my view, accurate 
information about drug issues is much more likely to 
be beneficial to our society than efforts at l/iterrupt- 
ing supply. 

Smith. The family can be misinformed. For example, we 

have a history of beliefs that masturbation leads to 
insanity. A well-intentioned family will think all 
kinds of horrible things about their children when 
observing a single episode of masturbation. To say 
that this IS not a valid concern, I think, understates 
It in the opposite direction. In 1969, I heard a psy- 
chiatrist give a passionate plea for the use of electro- 
shock tiierapy in eliminating episodic use of marijuana. 
Many families beiie^'ed that the episodic use of mari- 
* ^ juand was so horrible that it justified the use of elec- 

troshock therapy. 1 would hate to see overstatements 
and inaccurate staterrlents recycle such extreme 
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approaches. If, in fact, using ot^jective criteria, we 
do determine that abuse exists, there are reasonable 
treatment programs that can be used. Families that 
receive misinformation have been panicked throughout 
the history of psychiatry into having horrible things 
aimed at their youngsters. 
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Marijuana Abuse by Children and 
Teenagers: A Pediatrician's View 

Ingrid L Lantner, M.D. 



A have practiced pediatrics in a middle and upper income are^ near 
Cleveland, Ohio, since the late 1950s. During tne last few years 
I have noticed gradual changes in the attitudes of a significant 
number of my teenage patients. They no longer seem the ambitious, 
witty, communicative, goal-oriented people they once were, I also 
began to receive more referrals from school nurses for physical 
examinations because of frequent visits to the clinic, persistent 
fatigue, inertia, and occasional sleeping during class. An increas- 
ing number of my patients were school referrals with problems of 
social adjustment and immaturity. 

Although f was puzzled by this trend, I did not suspect the use 
of marijuana as one of the possible causes until about 3 years ago. 
Before that time I had little interest in drug abOse, having con- 
sidered this problem of no significance in my practice. 

Because of an unusual incident, I became aware of the widespread 
use of this drug among our youth. One of my patients told me 
about the symptoms he had developed from chronic and heavy use 
of .marijuana, as well as changes he had observed in his cannabis- 
using friends. I started interviewing my patients, asking them 
specific questions about their school activities and drug habits. 
Most of them were vei^ frank and also quite keen in their obser- 
vations. It took me a while to accept the fact that a majority of 
■ the teenagers m my area use marijuana and that more than 10 per- 
cent use it daily. 

I began to report my observations to our local press and was 
asked to participate ir several radio and TV programs. Several 
schools invited me to discuss the problem of marijuana use with 
their students; this has given me the opportunity to interview 
many more cannabis users than I would have been able to reach 
in my own practice. Because of my lnter,e;St and the media expo- 
sure I have received, it is possible that I may have singled out a 
special group of marijuaha users, namely, ♦hose who are interested, 
m being helped, or whose families noticed the marked impairment 
and felt that intervention was needed. I receive many calls from 
chronic marijuana users^ their friends, and families. 




,My work in this area has improved my skills in interviewing; I 
have learned to ask the necessary questions without offendjng and 
alienating the youngsters. In the process I have also developed 
a keener ability to diagnose the more subtle signs and symptoms 
of marijuana use. 

Any medical condition ' s different degrees of severity, and this 
IS the case with chronic marijuana intoxication. I don't believe 
that anyone can diagnose an occasional experimenter or a very 
light user. Because symptoms are dose and time related, it may 
take almost a year to notice the gradual changes in a regular week- 
end smoker. The frequency of use and the potency of the mari- 
juana are significant. Although not everyone develops all of the 
symptoms, I have observed a typical syndrome that slowly devel- 
ops in all regular users. 

I will discuss'^^Tiy clinical observations by sharing short histories 
jf several heavV^ (daily ) marijuana user^. Although I have noticed 
similar changes in moderate users, who smoke two to five joints 
per week, their deterioration was much more gradual and their 
s/mptoms were less striking to the untrained eye. I have been 
careful to include only those patients with no prior history of 
maladjustment whose symptoms either disappeared or were allevi- 
ated, without medication or change of environment, after their 
marijuana habit was discontinued. In all, I have followed about 
50 patients. 

R.S. , age 18 : This young man comes from a happy, close-knit 
Tamily"] His mother, who never worked »utside the home, spent 
most of her time interacting with the children. His older sister is 
nut on drugs. They are dit nonsmokers and use alcohol only occa- 
sionally. According to the parents, their son was pop^Jlar, active 
in b^jorts? outgoing, and respected by everyone. He often planned 
and orcjanized activities for friends and was quick to accept new 
challenges. With an IQ of 139, he har^ a 3.8 average In eighth 
and ninth grades. Later, he was inducted into the honor society 
and was on the dean's list. He was planning to study architecture 
an(^ landscape design and eventually hoped to have a company of 
his own. ^ 

R/S. and his parents had an excellent rapport; he and his father 
often took long bicycle trips together. His father noticed that 
his sort was becoming isolated, alienated, £ind irritable, and that 
at times he acted very peculiarly. The father never suspected 
marijuana use, thinking merely that R.S. was goinc through a_, , 
phase. His mo* er noticed the* changes in his behavior and was 
shocked by, the four-letter words he often used. Although she 
wjb aware of inarijuana in the area and followed my articles, she 
thoucjht he was "too sound and bright to get into pot." 

R.S. had started using marijuana only 2 ye.ars ago, with daily uss 
for the last 8 months. "I can say that I would spend m9re of my 
waking hours high than not high^ and that's lots pf pot. I would 
start doing irrational things like going down the road at 60 miles 
an hour ana would say, 'Hey, this is not going to do any good,' 
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but I would not care. It wdb like something was controlling me." 
He ^>ttirted e/.per ieiu mi<j Jepre^sion and even contemplated suicide.' 
"I noticed boinotuue> Hvtry tti.iny had just crumbled around me, and 
1 would come up w»th thebe ejdborate ways to kill myself, to hurt 
these people that I thought were hurting me." Paranoia bothered 
him. "1 would come up with these things in my head, that ail of 
my friends and my girlfriend, and all these little moves that just 
htippentiU to be coincidental, were planned to set a certain scheme 
to get at me." His moods changed suddenly, and he could not 
control his temper. "I could feel all of the different moods like 
depression, anger, and paranoia at the same time, and it made me 
feel flaky. , I could be happy and having a great time, and then 
something jUst would click, like somebody turned a switch inside 

of me, and I would be this totally different person." 

I 

I 

The fet*mg between him and h»s girlfriend changedK "We became 
more irritable. We would start clawing at each other/ -We would 
never be sure anymore, if the other person was just kidding. My 
girlfriend once said, and I will never forget the pain on her face, 
'You never smile any more. Before you were happy and smiling 
anvi changing. -Now when I try to be nice and cuddle up to you, 
you just stare blankly at me, like, what are you doing?' At first, 
when we started using pot, we would feel that way, like making 
love, but later you just start losing interest. You think, 'Who 
cares"' We will just sit here.' Before, I guess you could say 1 
was interesting. I would say I got kind of boring," 

Mis grades went down, 'and he no longer cared about his work. 
"We would come back to the room after class, turn on 'Genera! 
Hospital,' turn off the sound, turn the hi-fi on, and get high. 
That's what we did m our free time, afternoon, evening, just right 
along. That was our entertainment. I dropped out of all sports. 
I would get high and think, 'I vyill study in an hour or two.' The 
hour would come, I would be so high that I woujd not care, 'I 
would think, I am not going to do it, let's just keep getting high." 
Many times he contemplated quitting college, getting just any job 
and working. 

He noticed forgetfulness and memory loss. "I often could not 
remember what day it was, and what I was doing tj?e day before, 
or if anything at all. Lots of times I wouid be talking along, and 
if someone would interrupt, I would totally lose it. It would be 
as if I would be on tape, and someone would take a pair of scis- , 
sors, and just cut the tape, and throw the rest dway, and it was 
not there anymore, and 1 could not get it back. And I would for- 
get the names of people I was introduced to just 5 minutes later. 
And It's not that I did not pay attention. I would pay attention, 
but It had slipped away. Someone would say, 'Gee, what a burn- 
out you are,' but you would laugh it off. So I torgot--it must 
not have been important. One started not caring about anything!" 

For the first time in his life he started deceiving his parents, 
hurting them on purpose. "I love my parents a lot, and when I 
look back at the time when I was QO pot, I did not care that I 
hurt them; they wore like my enemies. Lots of times I felt, well. 
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this will burn them good!'* He started not to care about his 
clothes, hair, or general appearance. 



He began to fail, but not completely, and as he slid lower and 
lower, his self-esteem decreased. /'I was getting depressed 
because everything just seemed to be collapsing. I did not know 
where to turn to. That's when my mom asked if I am on pot. It 
was almost like a relief. I had to turn to them. I had tried on 
my own, and I knew th^t ^ could not help myself. J am off pot 
now, and I'm determined to stay off. I am quitting for my own 
survival, because if I kept going that course, I would have ended 
up probably flunking out of school, probably would have endedv 
up getting into trouble with the law. I want to become the person 
I used to be, and to be a happy person again. The word tjnat I 
^ would like to use for the way I felt when on pot is it 'strained' 
^me to do anything; it was a real 'strain.' Physically I felt like 
dving. The chest pains, they w^re like somebody would tie a rag 
ans<und me and keep pulling it tighter and tighter, and when i^ 
was Jike in a knot, someone would ^tand on my chest, andjt would 
hurtaJot. Not only mentally— I had no motivatipn, I did not have 
any enet;qy. It strained me to do anything. I have not used pot 
for some^^eks, and I feel better already. }Ay head is clear for 
the fir^t timqjn months. I can think, and my head does not feel 
like filled witf) air. It's like a lid has been lifted. 1 still get 
depressed, but it's getting less," 

\ ! 
S ..L. , age 1^ : Thi^ tx>y's family is 'intaQt. Both parents are pro- 

Tessionals, his mother works part time while the children are in 
school. He is the youngbst of thrfee; the other siblings are not 
drug users. He was always .^jn A student, one of the best in. his 
chass. An .eager tennis playeh>^S.L. took lessons and practiced , 
daily, hoping to make the school t^am. he also played basketball 
and baseball, he used to ice skate during winter jiionths and swim 
dail/ during the summer. He often mac(e models in his free time. 
His relationship with his parents and siblings had been warm and 
cjrmj His parents noticed changes during the course of a year— 
suddtin changes of mood, irritability, use of fou^ language, sleep- 
ing afternoons, staymg alone, and gradually dropping out of 
sports. He (Complained that tennis was "too much nassle"; he 
would interrupt his lesson halfway^* through and just ieave. He 
felt tired and coughed a lot. His grades dropped, and his teach- 
er^> began to complain about his inertia. He was changed froiji 
1 \\ors math to a regular class. He no longer enjoyed debates 
and challenges. He stopped taking piar^o lesslons, hardly prac- 
ticed his guitar, and often stay.edlby himself listening to rock 
music. ^ ' . r 

S.L. started usiny marijuana at a tennis camp, and for 7 months 
was smoking one to three times dai(y. He used incense and a fan 
to hide the smell from his parents, vvhp did not suspect this habit 
until they found a pipe '^nd marijifana in their son's room. "It 
was almost as if he wanted me to find it," his mother said. They 
ctjnsulted a pediatric p&y.,huUrist because they did not know what 
to do and because of S.L.'s deprejision and talk of suicide. The 
psychiatrist advised them not to interfere with hjR habit if it "was 
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kept in moderation, because otherwise it would alienate him even 
more, besides,^ according to the psychiatrist, the drug would ease 
his depression and help him to develop a better rapport with his 
father. Because his grades continued to drop and because he 
complained at>out forgetfuiness, his parents decided not to follow 
the doctor's .advice. • . 

After 2 y^-s., S.L. is totally drug free. He is again active in 
sports, and his grades are back toMs and Bs. He has regained 
his previous cheerful, caring personality and is planning for col- 
lege. Again taking piano lessions, he*has signed up for music 
theory and ^composition. , 

J. R., age 2o' : J.R.'s father is president of a large copipany; his 
mother neVer worked outside the home. There are no jnarital prob- 
lems. His one sister does not use drugs. With an IQjof 1^*5, he 
was an A student throughout elementary and junior high school. 
He was popular with girl? and had lots of friends. He^had leader- 
ship qualities, loved to plan ahead, and was good in all sports. 
He started rnanjuana at 1^1 because "everybody did, and I was curi- 
ous." He used drugs dail>^ from the age of 16 and during the 
last year of use, from 8 ^o /10 times per day. • . 

He jUSt barely graduated frjom high school dnd enrolled in college. 
Having dropped out of s{)qrts during high school, he spent most 
of. 'his . time "thinking, dojlhg, and sometimes dealing pot." J'.R. * 
made failing grades in colfege. He was plagued by depression, 
feelings of isolation, an inability to develop lasting relationships, 
paranoia, panic, despair, and he often thouglYl 'Of dying. He 
remembers many times driving his car without any feeling of speed, 
time, or direction. "It was almost as if I wanted to crash." H^*^^ 
had no ambition or <fnot^ivation left.* "My memory was completeW 
gone, I think I was able to keep up with school so long because%l^ 
started out pretty smart." He no longer had any girlfriends. 
JJecdu^e he had often been impotent and finally lost interj^jU in 
sex altogether, he learned to avoid embarrassing situations. He 
no longer cared about his appearance. 

While at college, he read one of my articles and decided to come 
home 'to g6t some help. "I did not look* like this last week. I 
cut my hair before the appointment," he- told me at our first meet- 
ing, "i was lust marking time. I was voted by rrjy friends to be' 
the first one to die within the next year. J was desperate. I 
jUSt hope t..at one day I will ba able to function properly again. 
I dop't thinK I will ever make college, though." 

^lane year later, he t)as been off all drugs. He is working on con- 
struction, plans to get married in a year, saves his earnings, and 
seems tu be cheerful and happy, but doe's not talk about returning 
to school. "My memory is not as it used to be, and ' ge' panicky 
when I have to meet any new' challenges. " 

^•T" age 13. L.T. comes from an intact family. His father is a 
cHsTrTcF sales manager, his mother, a part-time secretary. His 
brother is not on drugs. jL.T. started usi,ng marijuana at age 
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11, but never at home and mostly after school in friends' homes 
or vacant lots. Before he started taking drugs, L.T. was friendly, 
always on the yo, good in school, and good in sports. His par- 
ents noticed that his grades dropped from As and Bs to Cs and 
Fs. He became nnoody, rritable, and suspicious .toward his teach- 
ers and even his friends. He had a frequent cold and a constant 
cough. Always tired, he often slept in the afternoons. After his 
father was diagnosed as having acute leukemia, most of the boy's 
changes were felt to be emotional. Nobody suspected marijuana 
use, as he attended a Catholic school. After he dropped out of 
all sports, he became depressed most of the time. He describes 
an unpleasant experience while coming home from a pot party: "I 
suddenly realized that all of the cars in the street were out to 
ki'l me." He sometimes saw floating blotches of color and "some- 
times small animals on the walls, and. that scared me." 

After 2i years, he .stopped \vs marijuana use completely, became 
active in a peer support group, which he helped to organize, was 
back in his sports, c^nd regained his good grades. According to 
hi:^ mother, he is again his cheerful, pleasant, argumentative self. 

K .C , age 17. This girl is from a caring, interacting family with- 
out any marital problems. Her younger sister, age I'l, is not on 
drug*/. K.C. used to be an excellent student, always doing spe- 
cial projects, always active in sports. She started smoking mari- 
juana at 15, and for the last 2 years has smoked daily. Her 
parento noticed increasing depression, with almost daily talk about 
suicide. She complained about poor concentration and loss of inter- 
est in her school activities because of constant fatigue. Mathe- 
matics and abstract thinking started to give her special problems. 
She gradually, gave up all of her hobbies and sports. She started 
sleeping in, missing school, and taking naps in the afternoon. 
The family noticed that her physical appearance no longei mattered 
to her. She was irritable, moody, and difficult to yet along with, 
becoming more and more withdrawn. She talked about dropping 
out of school and taking a job; her ideas for the future became 
totally unrealistic and impossible She left home 3 weeks prior to 
her 18th birthday and dropped out of high school 2 months before 
graduation. She could not give any special reasons for'her^ 
actions. ' 

K.C. had had several counseling sessions with different people 
before I saw her. In these she was advised of the need to 
improve her self-image, but marijuana was not considered a prob- 
lem. Because her parents felt marijuana smoking was merely a 
fad of today's youth, no attempts had been made to make her stop 
using it. After I saw her, she was able to discontinue her habit, 
and 2 years later she is completely off marijuana. She received 
her high school diploma and is in college, where she Is working 
hard. She seems happy and gets along beautifully with licr par- 
ents. She has resumed her previous hobbies and sports. At 
times she feels tempted to try marijuana again since most of her 
friends at college use it, but she has decided cigainst it, remem- 
bering her previous depresbions and inability to cope with her 
life. 
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M P ag e 15 : M.P. siarted her marijuana use 1 year before com- 
ing to seTme, and for the previous 6 months had been using it 
daily, at an average level of three joints a days, but much more 
on weekends. Her mother had noticed sudden changes m attitude, 
which she described as "Jekyll and Hyde," and was upset about 
her daughter's abusive and offensive language. "She is not my 
sweet loving child anymore. She acts at times like a hostile, 
angry animal." M.P. had been happy and active in organizing 
programs for her youth group. She had had an especially good 
rapport with her mother. Her grades dropped from As and Bs to 
Cs and Ds. She kept forgetting her books at school, not caring 
about her homework. She comptained about tiredness, coughed, 
had aifficulty falling asleep, and started missing school. 

Two years later, she was able to discontinue her marijuana habit 
and was free of drugs for more than a year and a half. She 
helped me organize a peer support group for ex-marijuana users 
and was delighted to interact with some of my patients who needed 
.more help. Her school grades returned to As and Bs. According 
to her mother her happy, outgoing personality returned. "It's 
great to have my own child back again." 

Then 6 months ago she fell In love with a drug dealer, started 
using marijuana again, and became rebellious, agitated, hostile, 
and verbally and physically abusive; her personality switched 
according to her mother, "to the pot personality I had observed 
with her before." She left home, hitchhiked with her boyfriend 
to California and was picked up by the police because the FBI was 
looking for him. She refused to ^ee her parents despite their 
several attempts at seeing her, stating that she wanted to stay on 
drugs forever. 

After being admitted to a drug treatment center in Minnesota for 
6 weeks M.P. returned home a few months ago. According to 
her mother, she is again her "good, sweet self, but I am ^con- 
stantly afraid about her motivation to stay off drugs. 

T K age 16- T.K., the older of two children, began to use 
marijuana at age 1/|.x His mother noticed some personality changes. 
"I had a qut feeling that something was very much wrong, she 
said but she did not suspect drug use until she found his pot 
pipe'. She felt that he was just trying the drug and forgot the 
incident. When his teachers overheard him discussing marijuana 
-dealinqs his parents were prompted to seek counseling with their 
family doctor and a drug counselor. The mother felt almost embar- 
rassed that they were overreacting. T.K:'s personality continued 
to change. He used to be helpful, enjoyed talking about his 
friends, and loved to visit his grandmother-all that stopped. 
His grades dropped from A to almost failing and he dropped orr 
the basketball team. He did not seem to care about anything and 
had no energy or motivation. He became abusive and aggressive, 
using four-letter words, which was unusual for him. The result 
was total alienation from the immediate family and from his grand- 
mother. 
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After the first visit with me, T.K. discontinued marijuana use for 
3 weeks. Ho buunced back to his pleasant, cheerful personality, 
improved his work habits, and started again p!aymg basketball 
and practicing his guitar. Then he suddenly changed again. 
After visiting a friend who used marijuana, he did not come home 
and refused to return for counseling. He became aggressive and 
disrespectful in school, irritable and impossible to handle at home. 
Because he resisted arrest when stopped for drunken driving, he 
was sentenced to a detention home; from there he was put on 
parole and ordered to attend a peer support group. He ran away 
and stole a car, which he drove to Florida. He was admitted to a 
drug treatment center but was discharged before the^ course was 
over because he failed to cooperate. 

T.K. promised to stay off drugs and was drug free for several 
weeks. His attitude changed. People who had not seen him under 
the influence of marijuana would not believe that this pleasant, 
warm, intelligent youngster could have acted as was reported. 
Back in school, he drked hard, intending to catch up with his 
grades and to start playing basketball again. While on parole, he 
refused to attend any counseling because he was sure he could 
make it on his own. 

Although he said he would never forget how pot had messed up 
his life, he was back on marijuana a few months later. In des- 
peration, the parents decided to st.id him ta Florida to live with 
some relatives and let him work in a gas station and use the drug. 
While ihe was there, T.K. bea: up a police officer who was attempt- 
ing to arrest him. 

When he returned home after a prolonged stay at the detention 
home, he could not understand all his previous behavior. "It is 
as if pot would be controlling me, and I am just doing all these 
crazy things ordered by something outside my power.'' The 
charges in Florida were dropped because officials there felt he 
was a fine boy and wanTed to give him another chance. He 
returned to school where he attends special education classes for 
students with adjustment problems. He has promised to stay off 
drugs but has refused to enroll in a drug treatment center. He 
is the favorite student of his class, helpful and hard working. 
His teachers hope that this time he will continue on a drug-free 
existence. Although he Is getting almost straight A grades, he 
complains that his memory is not as it used to be. He is attend- 
ing counseling ordered by court. 



In all my patients, I have observed several recurrent symptoms of 
marijuana intoxication; a lack of motivation with a concomitant 
slacking off of school performance, dropping out of extracurricular 
^activities, and perceptible changes in personality. Short-term 
memory is Impaired and the ability to concentrate is diminished. 
Abstract thmkinq seems to suffer the most, making mathematical 
performance especially difficult. 
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As a result of chronic use, other changes occur. Chronic users 
often abandon their original life goals, or at least compromise them. 
Estrangement from the family takes place. Sudden swings of mood, 
irritability, hostility, and paranoia are common. So are feelings 
of loiehness,**isolation, and depression, in addition to thoughts of 
suicide, sometimes with elaborate fantasies about ways to do it. 
Incroasing problems with school work, a poor selfrimage, and 
decreased interpersonal involvement are frequent. A marked per- 
sonality change and the use of obscene, abusive language are often 
.reasons for parents to seek counseling. In heavy chronic users 
one occasionally observes decreased sex drive and problems with ^ 
sexual performance. Although frequently there is diminished inter- 
est in grooming^'^nd personal appearance, some chronic marijuana 
users 66 not change In these respects. Eating and sleeping habits 
are altered, and one hears constant complaints of tiredness, cough- 
Jng, and often chest pains. 

The younger the marijuana user, the more serious the consequences. 
One of the most serious hazards of cannabis use is that the drug 
prevents users from maturing emotionally and socially. They avoid 
problems, fa^il to learn from^ their previous mistakes, don't face 
challenqes and do not learn to postpone immediate pleasures for 
more meaningful and lasting ones. They learn to live now, worry- 
ing about neither the past nor the future, neither making plans 
nor setting goals. They don't learn to experience the satisfaction 
of personal achievement, friendships, or surmounting difficult 
obstacles They settle for a cold chemical experience instead of a 
warm response to people. An especially vulnerable group of young- 
sters is those who ha ye .emotional or personal problems, whatever 
their origin. Marijuana use in such individuals may trigger a latent 
psychotic condition. In my opinion, marijuana-induced or aggra- 
vated behavior or psychosis may explain the increasing number of 
irrational acts and violent crimes of today's youth. 



Marijuana in the School; 
Clinical Observations and Needs 



Robert G. Niveh, M.D. 



INTRODUCTION 

The patients form ng the basis for the clinical observations pre- 
sented in this paper were seen over the past several V^ars m a 
variety of addiction treatment settings. As the director of the 
Adolescent Drug Abuse Service, an outpatient program in the 
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Departnunt of Psychiatry at the Mayo Cli.iic, I see young people 
under the age of 18 with a variety of drug ^buse and chemical 
dependence problems. This clinic focuses on providing thorough 
diagnostic evaluation of any child suspected of having a drug prob- 
lem, with an emphdbis on careful clinical history and obtaining and 
examining all available data, including those from family, school, 
parole officers, and other agencies with whom the child has been 
in contact. Physical examination and laboratory testing, including 
urinalysis for drug use, is done as clinically indicated. Primarily 
.ndividual and group treatment programs are offered for children 
and their families, for children inathe earlier stages of drug abuse. 
Followup treatment programs are offered for chemically dependent 
children who have jone th rough primary treatment programs on 
an inpatient basis. 

The clinic functions in a community in which there is a high degree 
of medical sophistication and in which a high percentage of the 
population is employed in the health care industry. Parents of 
other children may be employed in the electronics, agriculture, 
and human service industries, in a rural setting that Is culturally 
and economically stable and in which there are few of the socio- 
economic problems present in many large urban populations. ^ 

The State of Minnesota is generally considered to be sensitive and 
sophisticated m regard to substance abuse and chemical depend- 
ence problems, and iy contains more treatment beds for chemical 
dependence than any other single State in the country. There 
generally are very enlightened and progressive policies toward 
identifying and treating persons having problems secondary to drug 
use. For example, there is^a State law requiring provision for 
treatment of chemical dependence problems in all group insurance 
contracts, and man/ large employers have progressive employee 
assistance programs that include treatment fo." drug abuse. The 
Rochester public and parochial school systems have progressive 
substance abuse policies and programs; both employ full-time coor- 
dinators to deal with such problems of students and staff. Many 
of the teaching staff of the Rochester public school system have 
gone through 1- to 2-week intensive training programs to increase 
their sensitivity to and understanding of substance abuse problems, 
and to assist them in facilitating identification, intervention, and 
support for students having drug problems. The Minnesota State 
High School Athletic Association also has a policy regarding student 
athlete drug use. 

My experience in seeing students in this setting, however, is that 
this community is not significantly different fmm many others In 
terms of the e;<tent of student drug use and the problems associ- 
ated with such uis. In the last few years, there has been a 
significant increase in the number of students using alcohol, mari- 
huana, dnd other illicit substances, and there has been a decreas- 
ing age of first use. There has been a progressive increase in 
the number of students identified as having drug-related problems 
anc;J m the number referred for evaluation or treatment of such 
_£r2kl^-?0i^ W^^^^ ^^"^ exceptions, the children referred are white, 
ages 12 to 18, school students, from intact families, physically 
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healthy; and without major psychopathology except for the effects 
"of the drug use. 

While we occasionally see a student who Is using marijuana exclu- 
sively, the <vast majority of our patients have used or are currently 
using other drugs, most commonly alcohol. Over 85 percent of 
the students seen in our service who are having problems related 
to their drug use are using marijuana and/or alcohol almost exclu- 
sively. Of those students who do use both drugs, there often is 
a distinctive pattern of using marijuana on weekdays, and both 
alcohol and marijuana on weekends. Only a small percentage of 
the users seen in our clinic use alcohol during the schoold^y, in * 
contrast to the high percentage of students in general who use 
marijuana during the schoolday. Many students we see do not 
express a particular preference for either of the 'two, given equal 
access and many students also indicate that availability and rela- 
tive ease of surreptitious use are reasons for their preference for 
use of marijuana during the week. 



^MARIJUANA USE AND 
ACADEMIC PERFORMANCE 

The relationship between marijuana use and academic performance 
IS becoming increasingly important as the incidence of marijuana 
use by young people increases. While it is widely agreed that 
student drug use, including use of marijuana, is associMed with 
impaired school performance, the precise nature of that relation- 
ship remains undetermined. While recognizing that some longitu- 
dinal studies demonstrate that poor school performance is an 
antecedent to marij'uana use, in our group of students there is 
oft^n a clear-cut, close temporal relationship with beginning mari- 
juana use and decriasing school performance as measured in both 
academic and behavioral^ terms. Further, there appears to be a 
dechne in such performance both in students who excelled prior 
to onset of use and in those exhibiting either academic or school 
behavioral problems prior to onset of use. On numerous occasfbns, 
in pursuing the details of onset of marijuana use and its relation- 
ship to dechning school performance, it becomes clinically apparent 
that daily use of marijuana can and does lead to a decline in aca- 
demic performance in many students. In most instances, «s 
impossible to be certain that this efffect is pharmacolpgic, although 
it is my personal judgment that In the case of marijuana the effect 
is primarily a pharmacologic one. Certainly, the same clinical find- 
ing may be seen with extensive use of other drugs and is perhaps 
,n part attributable to a drug-taking lifestyle, to attitudes about 
school or to other variables. A decline in academic performance 
almost'universally reverses, with a return to previous achievement 
levels, upon cessation of marijuana use provided tha.t other drug 
use is' not continued or substituted. 

From a clinician's standpoint, there are many questions that need 
to be answered by future research concerning the relationship 
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between mdrijUdnd use Jrid academic achievement. Prominent among 
these IS a definitive answer to the question of whether or not 
regular marijuana use does impede learning in the typical school 
setting, either directly or via m.:oced attitudinal or other changes. 
Second, there is a need to examine the association between labeling 
drug-using children and academic achievements If attempts to 
elimindte problem behavior exhibited by tl^ e mar^juana-usmg student 
and attempts to stop the stuJtut from using marijuana are not met 
with early success, the individual jnay acquire a variety of pejora- 
tive labels that may, further impede academic achievement. Further 
such labels may predispose children to subsequent rejection from 
the school , setting *if they exhibit minimal "'acting out" behaviors 
x>r if they return at any time to drug use. Third, there is a 
prominent need to educate parents, educators, and health care 
providers regarding tlje importance o^" assessing marijuana and 
other drug use in all children, so that the contribution of such 
drug use to the child's problem can be assessed and dealt with 
appropriately. The effect of other drugs, both alone and in com- 
bination V th marijuana, and their effect on the educational process 
also need further research. 



A related issue concerns the much discussed amotivational syndrome, 
or, as I call it, the "I don't care syndrome." Whether or not such 
a syndrome exists, in a clinical setting there appeirs to be a clear 
association between initiation of frequent (daily or near-daily) mari- 
juana use and a personality change that in many people contains 
features of the so-called amotivational syndrome. In general, this 
change includes an apparent and often-expressed lack of concern 
about the persons, values, and issues that were previously Impor- 
tant to the individual. It is this particular personality change 
that appears to be one of the most disturbing features of marijuana 
use to the parents of children seen in our clinic. It appears that 
this syndrome exists not only when there is acute marijuana inges- 
tion, but also generally when there is regular marijuana use. As 
IS the case with impaired academic performance, the features of 
the amotivational syndrome may begin to appear shortly after the 
onset of daily or near d£*ily use, and these personality changes 
begin to disappear in a matter of a week or two after cessation of 
marijuana use, although it may require many weeks of abstinence 
for the syndrome to clear completely. Among the explanations 
for such behavior is that it is part of the psychological process 
of becoming dependent on any drug, or that it reflects personal-ty 
and attitudinal variables not causally related to marijuana Mse. 
Based on my personal clinical experience, however, I believe that 
frequent marijuana use, much more so than any other drug with 
the possible exception of narcotics, does produce the behaviors 
noted above and that this is, at I6ast in part, directly related to 
the pharmacologic effects of the drug. 



THE AMOTIVATIONAL SYNDROME 
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MARIJUANA USE BY STUDENT ATHLETES 

One subgroup of students for whom marijuana use may pose spe- 
cial problems is athletes. Despite a statewide athletic association 
pclicy prohibiting nonprescription drug 'use (including tobacco) 
and prescribing penalties for use that effectively eliminate stu- 
dents from competition in their sport for the season, drug use by 
student athletes appears to be exteno.ve and is associated with a 
variety of clinical problems. (It is my impression, however, that 
the number of student athletes seen in our service with serious 
drug abuse or chemical dependence problems is signil icantly lower 
than the percentage of nonathletes seen. It is premature .to inter- 
pret this as meaning that participation In athletics prevents drug 
use as there are numerous other possible explanations for such a 
finding, and because student athletes whom we do see uniformly 
tell us that use Is extensive.) A surprising finding is that 
parents and coaches often enable the drug-using athlete to con- 
tinue using by denying, minimizing, or rationalizing the use. 
Occasionally, even those parents or coaches who consciously 
acknowledge the use and consider it a problem simply refuse to 
abide by school policies (or the student's best interests). 

A problem of great clinical concern is the serious substance abuser, 
who IS chemically dependent, who cannot be engaged in a treat- 
ment program, and who is participating in athletics while under 
the influence of a'cohol, marijuana, or other drugs. Marijuana 
'effects known to U pertinent to athletic competition include relaxa- 
tion, euphoria, per ^ptual alteration, impaired judgment of time 
and distance, impaired memory for learning new material, decreased 
coordination, and at very high doses, ..tremor , myoclonic muscle 
jerks, and hyperactive deep tendon reflexes. Also of interest is 
the effect of marijuana-induced tachycardia in combination with 
exercise-induced changes in cardiovascular system functioning. 

State Athletic Association rules authorize participation in sports 
for students who are in treatment for a drug abuse problem. 
Because? of this, students who are caught using marijuana often 
come to our service wanting us to say that they are in treatment 
for a chemical dependence problem so they can be readmitted to 
th^ir athletic program. Some of these students are indeed serious, 
drug abusers who are chemically dependent, but some of them are 
clearly experimenters or social users who are willing to accept the 
label of chemical dependence in order to participate in athletic 
activities. Dealing with such manipulative and enabling behaviors 
in this situation, in my experience, is among the most difficult 
tasks in the entire field of student drug abuse. 

Question-3 in this area include the following: 

1 Is there a difference in the incidence, prevalence, or pat- 
terns of drug use by athletes as compared to nonathletes? 

2. Are the reasons for use by student athletes different from 
^ ' those of nonathletes? More specifically, do athletes use mari- 
^ juana to treat performance anxiety? 
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3. Is there an associatipn between marijuana use and athletic 
Injury or impaired athletic performance? (I hypothesize a 
positive correlation in both circumstances.) 

ij. Are the cardiovascular effects of marijuana dietrimental or 
dangerous in the context of athletic performance? 

5. Do the policies of the State of Minnesota prevent, delay, or 
minimize the drug use, abuse, or dependence of student ath- 
letes? C 

.6. Does athletic particlpa.tion in and of itself prevent, delay, or 
minimize drug use, abuse, or dependence by participants? 



MARIJUANA USE BY THE LEARNING- 
DISABLED OR HYPERACTIVE CHILD 

V/hile numeroi^s studies have examined the effects of marijaana on 
a variety of cognitive functions, there is a paucity of data on the 
effects of marijuana use on the cognitive functions of learning- 
disabled or hyperactive children.. It would seem reasonable to 
assume^ that the learning-disabled^ hyperactive, or other cognitively 
impaired cbild might be severely affected by any process that 
impairs cognitive functioning, including marijuana use. Additionally, 
it is rea^^^nable to ask whether such a child might be more sensi-r 
live to sUch impairments than the normal child in terms of dose 
effects. Further, on at least two occasions, I have been faced 
with a history suggesting that marijuana use may have had a para- 
doxical '^ef feet, making the hyperactive child excited. Irritable, 
and exacerbatinc^ .the hyperactivity, rather than having its usual 
"mellowing" effect. 

Given the frequency of learning disability and hyperactivity in 
children, a pertinent issue is whether or not such children might 
be increasingly prone to use and/o.- abuse drugs such as marijuana 
in an attempt to relieve the feelings of frustration and low self- 
esteem almost universally present in these children. These dis- 
orders, because they are quite common, would seem to represent 
a potential source of bias in the outcome of stc!dies exami^ning the 
relationship of marijuana and other drugs to the educational proc- 
ess. This is a variable that does not appear to have been taken 
into account in studies done up to now. ^ 

There exists, then, the need to study the effects of marijuana on 
the behavior and the cognitive functions of hyperactive and 
learning-disabled children in an attempt to discern whether the 
effects on them are different^ and if so, whether the differ- 
ences are beneficial or detrimental. We also need to ascertain 
whether or not these children are more likely to use or abuse mari- 
juana. In my judgment, until the answers to these questions are 
in, it IS clinically appropriate to consider marijuana use by such 
children as strictly contraindicated (although I feel compelled to 
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add, asLa value judgment on my 'part, that any nonmedicalTp^ycho- 
active drug use in children is contrainjlicated) , ^ - 

Finally, attention needs to be paid, to assessing the presence or 
absence of a learning disability? in children in treatment for drug 
abuse in order that an undiscovered learning disorder does not 
adversely affect the delivery of treatment and the subsequent 
recovery of the child. 

MARIJUANA DEPENDENfcE 

Clinically there is no doubt that psychological dependence on mari- 
juana can and does occur. Although we rarely see marijuana used 
alone it is the drug of choice of many of the adolescents in our 
clinic'. Given free.choice between using marijuana or other central 
nervous system depressants, most will choose marijuana. Those 
who do not appear to have strong preferences may substitute other 
drugs (particularly alcohol) if marijuana is not available. Sypptoms 
of psychological dependence parallel those seen in classic adult- 
onset alcoholism, and, in fact, such a model seems to serve very 
well for marijuana dependence. Symptoms such as Increasing use 
to the point of tolerance, solitary use,, surreptitious use, symp- 
tbmatic use, blackouts, pers6nality change when intoxicated. 
Inability to control the amount used preoccupation with use,- inap- 
propriate use, and use despite adverse consequences are seen ^ 
regularly in our adolescent patients. Fortunately, many of the 
adverse ph/siologic effects noted with excessive and inappropriate 
alcohol consumption are not present with marijuana use, but almost 
all of the other, adverse consequences that can be seen with alco- 
holism are noted with marijuana dependence. Further, although I 
have not yet seen an unequivocal case of pure marijuana abstinence 
syndrome, I remain concerned that such a f^droine does exist in 
mhu form. I have seen several individuals 'who describe irritabil- 
ity, anorexia, insomnia, and intensive drug-seeking behavior upon 
cessation of heavy marijuana use. One of these individuals 
reported such symptoms on several occasions and noted relief of 
them by return to marijuana or alcohol use. 

It is imperative that we gather more data about both psychological 
and possible physiological dependence on marijuana. This issue is 
of major importance, not only in terms of providing appropriate 
clinical care to individuals, but because of Important implications 
for public policy regarding marijuana use. 



OTHER CLINICAL ISSUES 

From a clinical standpoint, it af.pears essential to treat drug abuse 
and chemical dependence when they exist in association with other 
problems rLgardless of any cause-and-effect relationship between 
the drug use and the other problems. It is my clinical experience 
that treatment directed at other psychopathology is almost always 
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ineffective in drug-dbusing or chemically depe'^dent children, just 
as it is in the adult if the drug use continues. This is ar major 
clinical Issue, as many children are referred to pediatricians, child 
psychiatrists, and other .child health care workers for problematic 
behaviors, and the child is not initially recognized as an extensive 
marijuana user. This may occur either because health care per- 
sonnel often do. not inquiry abput such drug use, or if they do 
Inquire ^bouj it, the child vjill minicnize the extent of use and/or 
the caregiver may not be aware of or may minimize the significance 
of such use.^ 

Space does not pe-mit thorough drscussion of many; important clin- 
ical issues associated with marijuana use in children, but I would 
like briefly tO identify some problem areas of importance in my 
clinical practice. 

First, there is extensive enabling behavior", of both an active and 
a passive nature, among many^ school ofilcials, parents, and some 
professionals who deal with children. There appears to be a need 
for research and education regarding this behavior if we are to 
increase' our effectiveness in identifying those individuals whosp 
drug use Is* problematic and in intervening as early as possible. 

Second, while there is much research on the effect of marijuana' 
on reproductive physiology, there is a paucity of research on the , 
relationship between marijuana use and sexual behavior. In our 
clinic, patients of both sexes often use rfiarijuana prior to engaging 
In sexual Intercourse. Although m^ny of these individuals claim 
that they do this in-order to enhance the sexual experience, it is 
my belief that it Is often an attempt to treat attend&nt anxiety or 
guilt related to their sexual behavior. Further, females who are 
psychologically dependent cn marijuana sometimes prostitute them- 
selves ^in order to get high. Recognition that they are having 
sex in order to get marijuana is usually associated with much guilt 
and seems to lead to further marijuana" use or other drug use in 
an attempt to alleviate this guilt. 

There is a need for. more research on the accuracy of clinical his- 
tories and for the development of better tools to accurately char- 
acterize the extent of marijuana and other drug use In children so 
that we can identify those children who may be exaggerating their 
drug use as well as those who may be minimizing it. In our 
experience, it is not uncotnmon for children to exaggerate their 
use and/or to seek the label of chemical dependence apparently 
because thQy view this as a status symbol. 

Finally, technological advances aiding the identification of mari- 
juana or its metabolites in uri.ie or expired air would be of great 
value to the clinician treating .the marijuana abuse.". We need 
enhanced qualitative and quantitative analytical techniques to 
assist in the Identification and confrontation of marijuana abusers. 
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CONCLUSION 

Marijuana, because of its ready availability, relatively low price, 
and high acceptance by our young peqple, appears to be associ- 
ated with an increasing incidence of a variety of problems m ado- 
Jescents. While I personally have na doubt that marijuana^ in and 
of Itself IS potentially a very dangerous drug for young people to 
use, I firmly believe that we have nothing to ;gain and a lot to, 
lose' by overinterpreting or overgeneralizing frohfi clinical observa- 
tions. It Is imperative fhat we avoid a return to .the scare tactics 
and harsh legal proscriptions of previous eras in .our attempts to 
deal with marijuana use! today. 



Discussion Highilghts: Lanter/Niven 



Smith; I'm going to underscore a very important point that 

Dr. Niven made. That is, our solutions sometimes 
create more problems than they solye. The amotiva- 
^ tional syndrome of young people who are arrested, 

jailed, criminalized, and homosexually raped in jail 
because of marijuana use demonstrates that the^ legal 
solution IS worse than the drug use. Some of the 
procedures used in the past are more damaging to 
the ,health of young people than the drug use could 
be. ^ 

Dr. Lontner, I agree with your conclusions about 
the early onset of marijuana use impairing psycho- 
' social development. But in another presentation you 
said that paranoia with th3 adverse marijuana reac- 
tion was only situational. *Can ypu comment on that 
point? 

Lantner: In some cases paranoia will be situational, but I dis- 
agree, and have never said, that it's only situational. 
On many occasipns, my patients have expei^ienced 
this feeling in a safe environment, while alone, or 
with their best frierids. l" believe the pharmacology,^ 
and perhaps the strength of the particular sample, . 
is responsibly for paranoia in certain people. 

Smith: Although this Is rare, you can have a toxic psychosis 

with .paranoid characteristics that is pharmacological 
in nature. The' opposite-question would be, do you 
^believe that the m'arijuana reaction is not Influenced 
^ by psychological and social setting? 

Lantner: It might be that Influencing the setting has some 
bearing on the wK^ic, btit I really believe the drug 
elicits certain reactions. ^ 
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I agree with lhat, but I feel very strongly that you 
have to look at the pharmacological variable as well 
as the psychological set and social setting. The drug 
in and of itself can have toxic consequences that have 
paranoid characteristics. But the reaction to any of 
these drugs is strongly influenced by the social set- 
ting in which the drug Is taken and the psychological 
set of the individual who uses it. 

I feel strongly that the pharmacology of the drug 
has more to do with the reaction of the .user. 

I would like to go over a couple of points. With con- 
tinued use of marijuana, youngsters just come apart, 
deteriorate, and become very sick. There is a dif- 
ference between manifest illness and latent illness, 
and that's a psychological reality. We know that ^ 
people carry substantial psychopathology in 'the 
depths of their minds only to have it triggered\by 
one chemical or another, including marijuana. \ 

It is public knowledge that our existing law enforce- 
ment efforts are .lot stemming the tide of marijuana 
use. As r6ponsible parents must takft care of their * 
children, a responsible government' must take care of 
its citizens if they themselves can't do so. You can 
hire more marshalls, or you can increase Coast Guard 
personnel, or you can use underutilized military per- 
sonnel. 1 am not for a police state situation, and 1 
hope everyone understands that, but I think we are 
in a crisis. 

History proves to us that a police state does not work, 
and I am not aware of any government that rid itself 
of the drug problem no matter what it did. 

Dr'. Lantner, do you notice that the cases in your 
paper are exactly the opposite of what Dr. Fishman 
described to us? Your patients carhe from well- 
structured, stable, loving families, and Dr. Fishman 
blames unstable family relationships. Will you com- 
ment? 

Yes, but I don't think Dr. Fishman and I disagree^. 
There is certainly a more vulnerable group of people 
who would be tempted to use drugs. Dr. Fishman 
describes them. Being in a regular pediatric prac- , 
tice, I am bound to see different types of patients. 
From these I purposely chose the cases without any 
previous personal or family problems. I hoped to 
illustrate that marijuana use can create certain symp- 
toms and problems that did not exist before, or after 
discontinuation of the drug. 
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Fishman: We all tend to see what we look for. On 

any number of lenses to examine clinical materia.. 
Dr. Lantner, you use one lens for the justification, 
of your theory. I use another lens or perspective 
to justify my theory. 

Lantner: Do you believe. Dr. Fishman, that most children who 
have family problems eventually use drugs as an^ 
escape, and that marijuana use is only a symptom in 
all children? I am convinced that its continued use 
wTll gradually create some problems in any individual. 
I am also convinced that many children use marijuana 
not to escape their reality but because they enjoy 
the feeling of the high. 

Fishman: I believe children live in contexts, and that social 

context determines how vulnerable a child is to drug- 
seeking behaviors. Dysfunction in the context deter- 
mines the child's vulnerability to serious drug use. 

Durell- Yes, of course. But I fear we are generating another 

unnecessary dichotomy. I don't see why we can't 
acknowledge that in the presence of disorganizing 
family factors Ihe use of drugs would be greater, 
and that in more healthy families the use of drugs in 
and of itself may induce Symptoms. I don't see any 
incompatibility between those premises 

Fishman: We need to decide whether mild use of marijuana is* 
dangerous. This is very controversial and, to my 
mind, -the empirical evidence is simply not there. 
Heavy use, on the other hand, is widely accepted as 
bad for teens. It is with this group of youngsters 
that \ advocate emphasizing the factors that increase 
the vulnerability to heavy use— not the drug supply, 
since both groups tend to have equal access to this 
ubiquitous substance, but the presence of family dys- 
function. 

Durell: the observation that Dr. Lantner made regarding 

the possibility of subtle cognitive changes, particu- 
larly memory defects in weekend and occasional 
users, seems to .t.c to be a very important clinical 
observation. I wonder whether other people have 
observations that would support this. If so, it sug- 
gests a carefully cont oiled study that could be done 
to document, with neuropsychological tests, such 
changes in occasional users. 

Macdonald: Dr. Lantner's case reports fit perfectly into the 
framework I presented of behavioral changes associ- 
ated with progression into the world of drugs. I 
have heard literally hundreds Of young people recite 
similar stories. Pediatricians have a different per- 
spective on children than psychiatrists do. We see 
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them from birth and spend approximately half our 
time with them in v;ell-chtld visits. We get to know 
the families over long periods of time in sickness and 
in health and through many developmental changes. 
We have come to recognize normal adolescent changes 
and from this pe'-spective see the new epidemic of 
children whose behavior is inconsistent with growing 
into successful adult functioning. Psychiatrists, on 
the other hand, tend to see children after they have 
problems of sufficient degree to seek help or have 
help sought for them. Their view of the normal ado- 
lescent may have a bias toward the aberrant. 

I would like to respond to Dr. Durell because I also 
see kids who are apparently normal prior to their 
drug use, and who return to normality once they dis- 
continue the use of drugs. In almost all of the young 
people I ,see who have a cognitive impairment second- 
ary to drug use (vy,hether it is marijuana or other 
psychoactive drugs), that cognitive impairment 
disappears in a matter of weeks at best. In my clin- 
ical experience, 1 have not seen any case in which I 
could conclude there was long-term memory impairment 
as the result of marijuana use. Further, I occasion- 
ally see youngsters who use drug use as a rationali- 
zation for problems In their life that have other 
etiologies. For example, I recently worked with a 
student athlete who blamed his poor athletic perform- 
ance on marijuana use when all of the evidence indi- 
cated that he simply wasn't good in 'that sport. 

I would like to add another perspective that perhaps 
has been discussed earlier — the question of message. 
What constitutes the message that gets across to tne 
public in terms of public education? How does the 
kind of discussion we're having relate to public mes- 
sages? The observation I would like to make is that 
messages to the public generally are presented in a 
primary process fashion. That is, it is difficult to 
get across public communication as subtle and sophis- 
ticated as the phenomena we're describing. One is 
constantly ■ confronted with the need, in term? of 
public communication, for simplifying messages. Any 
time you taik about evidence that there are a substan- 
tial number of marijuana smokers who are not harmed 
by their use, you are giying a message that is per- 
ceived by large numbers of potential and current 
marijuana users as permission, if not encouragement, , 
for very heavy use. I'll point out, and I'm sure it 
is obvious to most of you, the difference in societal 
messages we have about cigarette smoking and drink- 
ing. With drinking, we are talking about a model of 
responsible alcohol use. Social drinking is defined 
as normative behavior. With cigarettes, however, we 
define abstinence as the goal. There is no compromise 
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on that point. We don't talk about cigarette smokers 
who "net <^wdy with it." All the people who ar;^ talk- 
ing m the field of cigarettes, it soems to me, have a 
very clear message, and that message has a direct 
translation into behavior. If we give clear messages 
to people about smoking, then a person who chooses 
to smoke will do it with full, reinforced knowledge of 
the health consequences and not with illusions or 
false hope. 

There is an attempt on the part of the parents' move- 
ment to blur the issue by focusing on young people, 
when It turn^ out that everybody is against their 
using marijuana, or, for that matter, any psychoactive 
drug. But there remains V^e uncomfortable issue of 
adult drug or alcohol use. If you can deal with the 
adult use of marijuana, what about the adult use of 
dIcohoP What is the message to a child who sees a 
■family that uses an intoxicant (i.e., alcohol) on a 
universal basis to relax and have fun? I henr from 
young people ah the .time, "Well, if it's good for the 
parents, it's good for me." The more you thinU 
about it, the more you raise the question about adult 
drug use and intoxication. 

It IS striking to me, and Dr. Niven referred to this, 
that there exists an incredible contrast between a 
literature that is, not responsive to the clinician's con- 
cerns and that i^ also misleading from my point of 
view, on the one hand, and the clinical experience 
that is so overwhelmingly clear on the other hand. 
A study recently released and reported in the Wash- 
ington Post concluded that college students who use 
drugs of^l kinds, including heavy users were vir- 
tually undistinguishable from nonusers on the basis 
of school performance and other variables. That 
widespread and so-called credibly study is mind bog- 
gling when at the same time you can talk to users 
who may or may not feel that the use of drugs is 
affecting them, but who all agree that it affects the 
general user. 

This relates to a worry that I have. Some of you 
know about the National Academy of Sciences^ study 
that is going on. The concern I have about that 
study and related studies is Very simple: We will 
get another round of observations that we don't know 
enough, that we have more questions than answers. 
The problem with that kind of finding is the rein- 
forcement of the "permission" to use drugs that I 
mentioned earlier. 

Finally, it is striking from Lloyd Johnston's most 
recent data that there has been a downturn of daily 
marijuana use in the last 2 years. The peak occurred 




in 1978 when 10.7 percent of high school seniors 
reported dally marijuana use; now it's down to 9.1 
percent. What reversed a trend measured since 1975? 
There is pretty good evidence that the major reason 
It happened was the increased knowledge and aware- 
ness of the health hazards of marijuana use. Again, 
I urge us to think about tobacco as an analogy 
because here there is a clear message being Issued 
to the public. Moreover, marijuana use looks more 
like tobacco use than It does like alcohol use, that 
Is, in the tendency to go towardf^daily use. Again 
referring to the Johnston data, ypu find that among 
high school seniors only 9 percent of current drinkers 
are dally drinkers, 58 percent of current cigarette 
smokers are dally smokers, and 30 percent of current 
marijuana users are daily users. I think there must 
be a very tough, clear, unambiguous message. Mes- 
sages that come across as "on the one hand and then 
on the other hand" are ineffective. 

Cohen; On the basis of information theory, I think you are 

probably right when you say the message has to be 
clear, tough, and simple. On the other hand, I have 
a good deal of trouble with that when I realize that 
If It's that clear, it can't be true. 

Durell: The message can be true. That is, I think we can 

deliver a message In which there are no Inaccurate 
statements. We would probably choose to omit some 
of the items of information that were discussed today 
with the rationale that If we Included all of the bits 
of Information the results would become a meaningle^ 
message to the average receiver. It Is, perhaps*^ 
paradox that there Is no pos.sible way to deliver a 
"true, message," If by that Is meant a message that 
contains all of the bits of information that we have 
available to us. 



Halikas: Why can't we say that for those in the population 
' under the age of 1 8 we will reinforce all social pro- 
hibitions against use of alcohol, tobacco, and mari- 
juana? 

Lantner: Why can't we say that marijuana is a health hazard, 
as we are saying with tobacco? We certainly can't 
say marijuana is less a health hazard than tobacco 
without specifying an age limit. What bothers me' 
about the age limit is that in my experience the 
adults In families whp use marijuana do give marl- • 
juana to younger children; this frequently occurs. 
So we should not encourage the use of marijuana by 
adults. 

■a 

Voth: At a meeting at the. Pentagon recently, I was pre- 

sented with data that showed that 15 percent of our 
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service people at the enlisted level have taken drugs, 
mostly marijuana. In light of this I don't think we 
should limit' our focus just to youngsters at all. 1 
think it should follov/ along the lines of the tobacco 
message . 

I wish to comment again about information transmission. 
I think It IS virtually impossible to deliver a message 
to someone about drugs as an isolated event. 

A classic example of this has to do with our attempts 
to deal with PCP use^f- If we give younqsters a simple 
message that PCP use can make them drazy but they 
are at a rock concert where thousands of others 
around them are using PCP and not going crazy, I 
am pretty sure they will pay more attention to the 
latter message. I think we need to take this kind of 
incident into account. I personally believe that we 
do a great disservice by oversimplifying the messages 
we attempt to deliver about drug use. 

Perhaps if we laid out all of the information we have 
'"about marijuana use, it, would be more effective. I 
have had kids come and talk 'to me about papers they 
have read about marijuana, and by and large the 
children 1 work with know an awful lot more about 
marijuana use than their parents do. I don't know 
if this would be any more effective than our current 
approach is, but I do believe that attempts to over- 
simplify messages have been a ^problem. 

Oversimplification and authoritarian messages certainly 
don't work in a clinical situation. Full consumer edu- 
cation, as Dr. Niven described, is the only thing 
that works with young people. Your question is, do 
oversimplification or authoritarian messages work in 
the media? This leads into the realm of opinion, par- 
ticularly when we start debating about what the truth 
is. I think there are certain things we can agree 
on, but when we go beyond that, we end up in 
'debate about which truth is o^ing to be accepted. 

When we don't simplify the message, the media sim- 
plifies it for us. That is, the media reduces the mes- 
sage to "Scientists say that marijuana is dangerous," 
or "Scientists ^ay marijuana is harmless," or "Scien- 
tists are confused." Those are the three basic mes- 
sages the media projects; if we don't decide which of 
the three is closest to the facts and structure our 
communication to encourage that conclusion, they 
decide for us— and often don't do a very good job. 

I thought Dr. DuPont made a very important point 
when he discussed the difference between alcohol and 
tobacco in terms of the message and its relationship 
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to the use pattern. I would like to reiterate that 
from a slightly different point of view. 1 think the 
pattern is also related to the pharmacology of the 
drug and the way in which dependence develops, 
indeed, very few cigarette smokers would have any 
interest in smoking an amount that would not have a 
significant he^alth effect. This seems to be related 
to the pharmacology of cigarettes. Surely we know 
people who smoke an occasional cigarette, but by and 
large that doesnU appear to be the general interest 
fif the public . 

Before you respond. Dr. DuPont, I'd like to ask 
you a question. In the case of a drug like mari- 
juana, where nobody is dying in the streets and 
nobody sees a corpse, how are you going to be con- 
vincing about the dangers of marijuana 20 to 30 years 
hence? Now, it is true that amotivational syndrome 
might develop in months. But aside from the very 
rare acute reactions, you don't see anybody lying on 
the floor. Will you comment, please? 

One of the problems of communicating about a drug 
experience is that the consequences are both uncer- 
tain and delayed. Because of that it becomes very 
difficult to cWrimunicate clearly. One of the things I 
h^ve done while talking with ybung people \s essen- 
tially to worry them on a point they haven't worried 
about as yet. And that is, they believe as individ- 
uals that they can control their drug use; they accept 
that it could be a problem, but they believe they con- 
trol it. What I say to them is, "You might be wrong 
about that, and there's good evidence that a large 
number of you are wrong." One of the statistics I 
like to use concerns cigarettes. I say to them that 
in the American population today half of the people 
who have smoked as much as one pack of cigarettes 
are currently dependent on cigarettes. So, if you 
are talking about risks, there is a very big risk. 
Then I talk to them about alcohol. Alcohol is not as 
addicting as cigarettes; only about 10 percent of alco- 
hol drinkers become alcoholic. There is no way for 
either the expert or the individual to predict which 
drinkers will become alcoholic and which smokers will 
become dependent. The problem with the depend- 
ence syndrome is that it sneaks up on you in such a 
way that you will perceive yourself as continually 
making choices and having control until very late in 
the process. I tell them they should think about this 
as they are going through the experience of making 
choices . 

I ask them to talk to adults they know about their 
cigarette habits because that's the most public addic- 
tion. That's the only one they can see clearly. I 
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ask kids to ask adults: "When did you start to 
smoke?" "Why did you start to smoke?" "Did you 
think you'd get addicted?" "How long did it take to 
get addicted?" "What is it like now?" "Would you 
like to stop?" "Have you tried to stop?" These 
questions help kids to become educated about the 
pharmacological control of their behavior. And I say 
that's just the beginning of control. I also say that 
drugs make liars out of people so they don't know 
themselves what the e'ffect of the drug- is. I tell 
them, "If you're concerned about your use, don't 
ask yourself because you won't know. Ask your 
friends who are not using what they saw in you 
before you started taking drugs and what they see 
in you now. That's the only way you're going to 
get reliable information. You may try to dismiss it 
because you will not want to know the answer, but 
that's the way you'll find the information. You are 
not a reliable witness." That is frightening to kids 
because it suggests that they really don*t have con- 
trol. I agree with Dr. Lantner that the pha'rmacol- 
ogy of these drugs for most, but not afl, people is 
enormously important in terms of changing their 
behavior, their thinking, -and their whole lives. 
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Chapter 6 



Highlights of Final Dis^cussion 



Durell: 



X 



Too often in our data-oriented culture, the impor- 
tance of clinical ojpservations in advancing knowledge 
is neglected. Several of the participants stressed 
the limitations in^he validity of clinical observations. 
Certainly, such limitations exist, and such observa- 
tions are best considered "hypothesis generating" ' 
. from a rigorous standpoint. But we must not under- 
estimate the difficulty and inherent limitation of more 
rigorous data-oriented studies in arriving at conclu- 
sions of real relevance to health care. * The skilled 
clinical observer can often reach conclusions that may 
take many years to achieve scientific validation. Of 
course, sometimes clinicians are wrong in the conclu- 
sions they draw. We often have no reasonable choice, 
however, other than to approach problems on the 
basis of knowledge generated from careful clinical 
observations. Similarly, I believe the clinical obser- 
vations we have discussed today are so compelling 
that we have no reasonable choice but to devote maxi- 
mal effort to preventing marijuana and other drug 
use and abuse by children and adolescents. 

Several participants were concerned about whether 
the syndromes described are specific to marijuana. 
Though it would be interesting to systematize the 
data on that question, I don't think we have to say 
th^ the effects we are describing are unique to mari- 
juana in order for them to be important. Perhaps 
we do not have enough information to allow us to mak3 
fine discriminations regarding what marijuana does 
and what amphetamines do, or what the chronic use 
of cocaine does, or the chronic use of alcohol. We 
canU make all of these very fine distinctions, but we 
, can-^ say that the use of psychoactive substances by 
our youthful population seems to result in a character- 
istic behavior pattern or syndrome. For our purposes, 
however, it may not be necessary to define just what 
role marijuana, as opposed to other drugs and person- 
ality factors, plays in causing the syndrome. The 
conclusion, however, which I thought we agreed on 
completely, was that, just as in alcoholism, the 
approach that seems to be most effective clinically is 




the abstinence model. You'^can't be very helpful by 
advising, "Use the drug carefully and responsibly 
and you'll be okay." You surely can't say that to 
- --p-ebple in trouble who are coming to clinicians. I 
think this item of consensus is very clear even 
though there are other areas on which we disagree. 

The other issue I hearcLstated several times is one I 
would expect from clinicians: "You can do more harm 
than good if you're not careful." We at the Natiop.al 
Institute on Drug Abuse are very sensitive to that 
danger and will heed that advice. Sometimes the con- 
cern* has led us to deliver a neutral, dispassionate 
summary of all of the data without any clear conclu- 
sion. In my opinion, that results in the harm of 
omission. By the time such reports are processed 
by the media, the message is that scientists are con- 
fused and they can't agree about the effects of mari- 
juana. This is taken by people to mean that there 
isn't any clear reaso£jTot_^useJl. — Xhis-i^anrv-the — 

„ harm-of-omlssion,' rs~one''we~'must take as much care 

to avoid as the harm of making overstatements that 
"pollute the information atmosphere," to quote Dr. 
Smith. I hope these discussions will help each of us 
walk a delicate tightrope— remaining accurate and 
objective but not failing to exert' influence w>iere we 
can and should take a stand! 

Cohen: I have one regret about this meetmg , and that is 

that we did not have a clinician who found marijuana 
either harmless or beneficial. 

Voth: I think I have heard here today enormous support 

for the beliefs I have formed over the last 10 years.. 
I think marijuana is harmful, particularly to the young 
and emotionally vulnerable. I think it's time to make 
a position statement that is clean and unambiguous. 
I think from the clinical observations presented here 
it is overwhelmingly clear that marijuana does damage. 

Fishman: The question at this point is, what kind of message 
do we convey on the basis of .this meeting? I thought 
about Gregory Bateson's statement that "information 
is a difference that makes the difference." Certainly, 
there is literature b^th pro and con for marijuana. 
If we, as experts, come out one more time condemning 
marijuana use, I don't think it will have enough inten- 
sity to make a difference. U would be more of the 
same. Why not direct the message to the family 
rather than to the children? And the message should 
be twofold. First, that marijuana may or may not be 
dangerous. Sufficient evidence, especially concerning 
long-term effects, is not in. Just how innocuous or 
dangerous marijuana is, is a value judgment that at 
this point must be made by the family. Furthermore, 
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the family must live with the consequences of this 
decision — in terms of implementation as wefl as long- 
term sequelae, if any. Let's share with the families 
the one point that we- all seem to agree on. We are 
worried. All -the news is not in, and we fear recent 
reports that are ominous. And then. Jet's place the* 
onus where it truly belongs-^on the fa»:iily. The 
Government should facilitate, not underminis, the fam- 
ily's role as the youngster's caretaker. 

A message such as this would underline the importance 
of the family and challenge the increasing reliance of 
families on other institutions, especially the Govern- 
ment, to assume difficult tasks vis a vis their children. 
Finally, if the family cannot implement its decision 
and the teen is using marijuana heavily, then the 

problem is not just the chM d^. It is^_ the— famil^v^s 

.pnoblem.- — T-he-entir^'njrTrrr^not just the youngster, 
is in trouble. * A message such as this, which puts 
the burden of decision, enforcement, and, if neces- 
sary, cure, on the family, would be novel. Coming 
from this group, it just might be different enough to 
actually make a difference. 

1 see several points of consensus. There seems to 
be a consensus that marjuana has the potential to 
harm people in som§ situations, and it seems clear 
that people can become psychologically dependent 
upon it. 1 see our differences as being quantitative , 
in nature rather than qualitative. I disagree with 
Dr. Durell on the point of projecting a simple and 
unambiguous message because the issue is not simple 
t^nd unambiguous. I personally see nothing wrong 
vOlth saying that to the public. I think we greatly 
uf\derestimate the ability of people to perceive that 
scientists don't agree on this issue, and that Is the 
reality and truth of it. I also disagree with Dr , 
Durell on the specificity of m&rijuana effects. ^ I think 
the more we know, the better we can care for "our 
patients. We need to know the specific effects not 
only of marijuana but of every drug. I agree that 
clinical observations certainly do have their limitations. 
I made my comments because I had a feeling that In 
this meeting clinical observations may be overvalued. 
As a clinician, I would like to think that my observa- 
tions are 100 percent accurate, but 1 am keenly aware 
of their limitations. I think the history of marijuana 
use points out some of the problems of clinical obser- 
vations. Marijuana has been used for^any number of 
things based on clinical observations, and today none 
of the things it was previously used for are felt to 
be valid. Clinical observations are important, but 
they need to be studied and tested whenever possible. 
We all see what we want to see and hear what we want 
to hear, and ! think this has been apparent at this 
meeting. ^ 
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I'm compelled to point out that even though clinical 
observations have their limitations, they have 
important strengths also. We would never have found 
out about* tobacco if it weren't for some sure clinical 
observation. Clinical observation can be useful sci- 
entifically. Obviously, science has some serious lim- 
itations also, the most serious being that we miss- 
certain things under the lamppost we're not locking 
for. Unfortunately, before we do make the observa- 
tion, i( may take 20 to 30 years to accrue adequate 
epidemiological evidence with respect to marijuana use. 
It may take that long to adequately observe the psy- 
chological consequences of marijuana use. 

It is thought provoking to realize that it was from 
IQIi* to 1964, a period of 50 years, before we could 
unambiguously cojue ouC against cigarette smoking. 
It is something we at NIDA ask ourselves on a con- 
tinuing basis. What do you do by way of dealing 
honestly with a science and, at the same time, clinical 
observation, when there are some people who are vul- 
nerable, but you can't say who and under what cir- 
cumstances? That's a very difficult problem. 

I feel that marijuana is a health hazard and I don't 
believe anyone around the table has any question 
about that. Physicians should get involved with the 
health issues of marijuana use and leave the moral, 
ethical, and legal issues to the legal profession. 
Even though there is research still going on, I feel 
we have enough evidence to educate children from 
kindergarten up about the known health hazards of 
marijuana. This ; ^ould happen now. If w-^ wait, we 
lose two or three generations as we did with tobacco, 
where we have to try to undo a problem started years 
ago. 

1 agree with Dr. Fishman that focusing In on the 
family and what the family's responsibilities are is 
very appropriate. I would call our attention to the 
fact thcit^this is not only a matter of what iidults do 
to their children in families. Young people have a 
lot to say to adults about drug use also. Much of 
adult drug-using behavior, particularly that involving 
tobacco and alcohol, is influenced in a positive wayj 
by young people. It is important to emphasize the 
family system as a way of preventing drug abuse, 
and also of dealing with dysfunctional or problem drug 
use. For the very reason I talked about, I think 
the user, of whatever age, is often oblivious to and 
denies the consequences of the use. The most painful 
hurt comes in the (family. The family, by reacting 
to that hurt, can often make an enormous difference 
in expressing the serious effect of the drug on health 
and family life. It is by being isolated from a sense 
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of rootedness that one is uniquely vulnerable to drug 
experiences at bny age; that Includes middle-aged 
people, not just young people. 

Senator Mathlas held hearings a year and a half ago 
at which several of us gave testimony. He had all 
the NORML doctors there, too, so the group wasn't 
skewed. The Senator made an extra effort to try to 
balance the group in every way he* could. He fourjd 
two points everyone agreed on. The first point^was 
that marijuana Is harmful. Nobody testified other- 
wise. The second point is that they^all supported 
programs to discourage and dissuade youngsters frcm 
using all drugs, including marijuana. So when we're 
talking about message, it seems to me that it is very 
clear and can be very simple. 

I agree with Dr. Lantner that It is imporVaqt for us^ 
to focus on health issues.. What society needs^ Is a' 
clearer message about health issues; these -trfgger 
societal response. The failure to grapple with health 
issues is paralyzing to other mechanisms within the 
society. 

I think there are two major approaches to behavioral 
control or behavioral shaping on our society o'" any 
society. One is religion and the other is law. Many 
of us have become very sophisticated and are uncom- 
fortable with both approaches. But the fact of the 
matter is that, when you talk about how behaviors 
are controlled in societies, religion and law are the 
most powerful shaping forces in terms of real popula- 
tions. I think it is very important for us, eve.n if 
we don't agree with^these approaches, at least to 
provide our testimony about the health effects of 
marijuana and then respect the processes of homeo- 
stasis within the community. For example, I am not 
a Seventh Day Adventist, but I have a lot of respect 
for how they approach drug problems. So I think 
we can recognize that society Is going to deal with 
the information we're giving by a process of open 
exc!hange within^ a democratic society. We are not 
talking about a totalitarian system. What the public 
wants from us is clear statements on health issues. 

It is important for us and the National Institute on 
Drug Abuse to move toward objective assessment of 
marijuana abuse, particularly as it relates to yoUng 
people, and objective guidelines that can be used by 
the clinician, client, and family. To do so will 
require as much objective clinical assessment of the 
dys/unction as possible to understand t>?e interrela- 
tionship of the variables and the population we are 
talking about. We need first to define pharmacological 
variables as much as possible in relationship to • 
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dysfunction. iVit'n we nec.i,to assess other variables * 
I so they can be translated nnto meaningful clinical guld^- 
lioes for those of us who yvork with patients and fam- 
ilies in dealing with indivicfual marijuana abuse. 
Second, it is terribly important that we have more* 
objective research and 'ess subjective opinion of the 
, epidemiology of utese -patterns. I recommend addi- 
tional research such as that conducted by Dr. Halixas. 
*We can agree on clinical toxicity and abuse patterns. 
I think wc need to have a stronger foundation for 
our epidemiological and public health assessment. 

Third, as a scfentist, I have great concern for what 
goes on in this building relative to standards for 
marijuana side effects: For example, -when sitting 
on the FDA Controlled Substances Advisory .jmmittee 
to assess the therapeutic effects of marijuana, I see 
a much more precise clinical standard being used to ^ 
assess marijuana's side effects. There is a difference 
in standards wher you talk abotit the side effects of 
marijuana as ,i therapeutic, agent versus a social/recre- 
ational aqent. It is the same chemical. 

Fourth, it is very easy to terrorize a parent. I find 
some actions th<it are going on to be irresponsible. 
They play up irrational fears* that all of us parents 
have about what is going to happen when our chil- 
dren -enter adolescence, and very often things are 
taken out of context as, being marijuana specific-, 
rather than being in a range of potential drug haz- 
. ards. 

We all have concerns or problems with the media. I 
, 'think the only thing we can do is to release truthful 
information; you can't control what the media does 
with it after that, and I think it is important that 
this Institute be as accurate' and truthful as passible^ 

For example, l>^ork with parents' groups who want 
to hear information specific tf marijuar^a but nothing 
about alcohol and tobacco abuse. They often sup- 
press the information about the therapeutic uses of 
marijuana. The- suppression of information is very 
irresponsible. *lf the information is correct, then it 
should be released. I think also tnat the information 
released will have an impact on the clinician. When 
It's aiped at one segment of the population, it may 
' *• affect and may interfere with the ^entire doctor-, 
'patient-family dynamic. So I think the Institute has 
a responsibility to release accurate, truthful informa- 
. tion and realize it will have an impact on a variety 
of settings in the real world. 

Macdonald: I guess I come from a position of terror.^ I ^think 
parents have a right to be in terror. 1 am certainly 
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not for incarcerating youngsters for 3 to 6 years. 
However, I think we're in the midst of a major epi-. 
demic, and in 5 years it may 'hit the psychiatrists. 

Are you suggesting that I don't deal with drUg abuse 
and drug deatt!? I deal with drug deatti every day. 
However, I still feel the objective, honest approach 
IS the (ithical one, and most effective for prevention 
and treatment. 

All I'm saying Is that I -think parents have a right 
to feel" terror becaus^^hey are seeing their kids 
being destroyed. I don't like the tone P perceive 
here of having to protect children from their parents. 
Parents need all the help they cart get. They need 
facts about ha*rmfu| effects, signs and syitt^toms, 
prevention techniques, and, where all else fails, treat- 
ment resources. I don*t think we should make state- 
ments that are not true, but we do need to state that 
.the incidence of drug dependence and drug^p^rx)blems 
is escalating, that drugs are In fashion, and tnat we 
are seeing bad results in terms of falli^ng Scholastic 
Aptitude Test scores, families breaking up, and much 
more. ■ 1 am really concerned and do understand par- 
ents who live in terror. 1 want to give a strong* 
message to those parents who have, a right to be wor- 
ried. 

A difficult thing about being, a parent is that you 
deal with a child wt^iqm 'you must eventually turn 
loose*/ able to make his or her own decisions. You 
''don't want to continually have to tell the child to "do 
-this" and "dc"h*t do that." Our understanding of 
such issues as parental , responsibility, children's 
rights, confidentiality, and others related to respon- 
sible parenting are very much in flux. Parents need 
to give their children very clear messages about how 
[they feel about God*, drugs^ sex, etc. I belie\(e^.;that 
parents have not done this well and ipstead have 
given either no message or an ambivalent one. I - 
believe pediatricians have to help parents In the guid- 
ance of their , children in these and other ar*eas. 
That's why I lean'toward Dr. DuPont's relatively sim- ' 
pljstic but not inaccurate statement that says drugs 
are bad for young people and should "not be used. 

1 have developed some new thoughts since listening 
to the panelists today and will try to reconcile some 
of the differences that have been expressed. Some'* 
of the divergences have to do with the differences in 
reported populations. Drs. Lantner, Meeks, Macdonald, 
and I are speaking from a substantial but exclusive 
experience with children and adolescents. Drs. Voth, 
Halikas, and Cohen, on the other hand, have had 
most of their experience with adults, deriving their 
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knowledge of younger people from secondary sources. 
Dr. Smith's population, is less clearly defined and, 
from the point of view of the child and adolescent^ 
specialist, skewed and unrepresentative. 

Another problem, in my view, has been an undue 
preoccupation with the amotivational syndrome. It is 
a well-observed effect but probably not a syndrome 
in the strictest sense. It is more likely a^manifesta- 
tion of the depressive/dysphoric effects' of the drug 
and appears in children and adolescents as the so- 
called burnout. While the idea of, an amotivational 
syndrome has captured the attention of many observ- 
ers, it should not divert us from basic neuropsycho- 
logical derangements such as impairment of memory, 
learning, ' verbal fluency, mood, and attention, as 
well as psychopathological manifestations such as 
depression, paranoia, hostility, flashback, deperson- 
alization, derealization, and acute and chronic psycho- 
sis. 

In the past I have avoided relating or equating mari- 
juana to tobacco or alcohol, but I think certain paral- 
lels can be drawn that will assist us in dealing with 
the ambiguities of the marijuana problem. There are 
parallels between marijuana and tobacco and also 
between marijuana and alcohol, which may simplify the 
public health issue, the issue that really concerns 
this Institute. Tobacco was used for 300 years and 
more in the American experience before its health 
hazards were appreciated. It has taken another* 30 
years to satisfy the Tobacco Institute and the public 
health community that the hazards are real, yet we 
are still struggling to convince the public at large. 
Only very recently have wei appreciated the effects 
of tobacco on the fetus and on the so-called passive 
smoker. There are many similarities to marijuana in 
the tobacco experience. A paper was presented at a 
meeting of the American Pediatric Society in April 
1981 by a group from Boston City Hospital implicating 
maternal marijuana use as a factor apparently contrib- 
uting more to fetal growth retardation than alcohol. 
This report plus our finding of dysmorphogenesis at 
Kings County Hospital draws a parallel between mari- 
juana and alcohol. This same parallel can be drawn 
in regard to the central nervous system effects of 
marijuana and alcohol, where both drugs produce 
measurable, replicable neuropsychological changes, 
both acute and chronic. Finally, there may be as 
yet unknown effects of long-term marijuana use that 
will require a generation or more to become manifest, 
leading, us again to the tobacco analogy. I think if 
we focus on these public health issues we can formu- 
late a- statement upon which we can all , agree. 
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Halikas. There Is no basis for us to give permission to selec- 
tive drug use (e.g., alcohol, marijuana, tobacco) in 
any age group. I think we shouldn't be ashamed as 
physicians to be neoprohibitionists. We certainly are 
not afraid of this in a prenatal setting even when we 
fall short of that, almost religious goal ourselves. 

Second, there are two points that Dr. Lantner and 
Dr. Macdonald both made in their papers in the 
beginning of their presentations. That is, as pedia- 
tricians they didn't start finding marijuana use until 
they started looking for it; it is something that is so 
often missed. 

Or. Lantner gave us a very nice clinical description 
in her paper. I think we should encourage adequate 
clinical descriptions of cases rather than conclusions. 

It could be that the incidence of marijuana dependency 
or amotivational syndrome is really indeed far smaller 
than the 3 percent or 5 percent that has come up in 
my studies or in other studies. Considering the 
amount of marijuana used in the last decade in this 
country, it may be an immensely behign drug for most 
people. We need not be afraid of those numbers; 
the problem is that there are people who have conse- 
quences from marijuana just as there are people who 
have problems from their alcohol use. 

In 197i*-1975 my colleagues and I designed a study 
that was to take prepubescent children in three geo- 
graphic centers, follow them through puberty with 
annual physical exams, blood drawings, and psycho- 
metrics, observe asocial activity and marijuana use 
as it began, and follow through to 1981. We would 
have had those results and would have been able to , 
say what the impact of marijuana is on the pubescent 
organism from one-time experimentation to chronic 
use. That project was not funded because of its $1.2 
million price tag. It would probably cost twice that 
to do the study now. In conclusion, I think we can 
agree on a motion or resolution that we stand behind 
all attempts to reinforce social prohibition of adoles- 
cent use of marijuana, tobacco, and alcohol. I would 
like to put that before the table. 

Cohen: We won't put that on the table because we are not a 

body of decisionmakers. As you were making your 
concluding remarks, I was wondering what a reporter 
would say about this meeting. I decided it would be 
"Fetal Cannabis Syndrome Discovered." 

I think that one important point made during the 
meriting is that those youngsters who stopped using 
marijuana should be studied to try to understand their 
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reasons for doing so, and this may help us under- 
stand why others continue 'to use marijuana. We can 
then use this Information to help others discontinue 
their use of marijuana.. 

There was a great deal said about authoritarian ver- * 
sus rational information. By authoritarian information 
1 mean something said in an absolute fashion rather 
than in a qualified fashion to the public, the press, 
and even to professionals. I can't totally agree with 
the authoritarian approach; my whole belief has been 
to be as honest as I can. I remember that only 3 
percent of smokers get lung cancer, and that means 
we are warning ail smokers that they could get lung 
cancer, but It won't be true for 97 percent of them. 
So you see what the dilemma is. 
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Chapter 7 



Summary and Conclusions 

Sidney Cohen, M,D. 



This workgroup has been held to obtain additional Information on 
the impcct of cannabis upon adolescents. The proceedings con- 
tain clinical materials that do not appear elsewhere. Although dif- 
ferences of emphasis and persp.ective among the conferees are 
apparent, all agreed that the consistent use of the drug by pre- 
adolescents and adolescents can adversely affect mental functioning. 
Their opinions about the existence of a cannabis amotivational syn- , 
drome also coincided. They djffer, however, in estimating its fre- 
quency. Some believe that the full-blown syndrome or a lesser 
level of amotivation is not uncommon in heavily using juveniles. 
Others have the impression that it is an infrequent event and may 
be expressed in predisposed young people. 

The differential diagnosis includes adolescent depression in a 
youngster who also happens to smoke marijuana. Other central 
nervous system depressants, aside from cannabis, can also produce 
a similar impairment of motivation* 

It is noteworthy how frequently clinicians are finding marijuana a 
primary or contributory cause of the amotivational syndrome these 
days. The improvement. that follows upon a discontinuation of the 
drug is supportive evidence for the causal relationship. 

The following points were made as observations or recommendations 
in the course of the meeting, 

1, The family was seen as the central focus in both the preven- 
tion and in the management of cannabis-induced emotional and 
cqgnitive disorders of children. In some Instances a reorien- 
tation of the entire family constellation is needed to insure 
drug-abstinent behavior on the part of the patient. 

2. The consciousness of health care professionals In contact with 
adolescent patients should be raised about the possible role 
of cannabis in some of their patients' behavioral problems. 

Jw-JEbe issue of the personality /cannabis interaction rtquires 
further study. It Is possible that young people with a low 
frustration tolerance, a lesser capacity to cope with stress. 
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and with inadequate psychosocial development are more likely 
to become overinvolved with a drug like cannabis. This is 
so becavjjse it transiently resolves frustrations, stresses, and 
feelings, of inadequacy. A certain amount of self-treatment 
of depression apd anxiety with cannabis goes on. On the 
other hand, it appears that psychologically sound young peo- 
ple from stable and loving families have become chronic, high- 
dose users. Peer Influences can sometimes exceed family 
■ influences. 

The question of why adolescents should be mor^ vulnerable 
than adults to the psychic effects of marijuana was raised. 
During the early teens the adolescent is dealing with prob- 
lems of identity, separation from parental ties, psychosexual 
readjustment, and a loss of childhood gratifications. During 
this phase of reorientation and tumult, a drug like cannabis 
that interferes with memory, learning, and emotion can cause 
a disorganization of the psychological restructuring process. 

5. The prevention of marijuana use by adolescents should be 
approached on an individual, famiiial, and national basis. 
The'essential elements of information needed by children for 
making decisions about marijuana sbould be presented with 
improved educational techniques. Parental limit setting and 
example setting are , essential .components of a prevention 
strategy. Supply reduction at the source or during large- 
scale movements of the drug should be continued and 
improved. 

4 

6. High-quality , controlled clinical research should be designed 
to determine the Incidence and pr^ecise nature of the cannabis 
brain syndromes. Such impartial ^studies should be capable 
of providing answers to real-life issues involving the growing 
child and cannabis. 

7. The public health messages relating to cannabis and youth 
received careful attention, but without unanimous resolution. 
A majority felt that a tough, unambiguous, simple message 
would be most effective. The minority believed that it was 
not possible to accurately simplify such statements while 
retaining scientific integrity. The hazards of distortion fol- 
lowing the release of scientific data into the information envi- 
ronment were discussed. 

8. A very preliminary mention of two cases of a possible fetal 
cannabis syndrome was pres^ented. 

Mdny other important points were made, and these are (o be und 
m the papers themselves and in the discussions. Clinical reports 
such as these can have great value in pointing out impressions 
gathered during experiences with patients. Many advances in 
medical knowledge have derived from such observations. The pre- 
sumed impact of marijuana on the psychological development of the 
young person appears firmly established but should be "further 
confirmed by carefully conceived studies. 
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